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The provision of therapeutic care for the mentally sick is one of the generally 
accepted purposes of the present day Mental Hospital. A definition of thera- 
peutic care and what it involves must therefore be made before we can define 
and institute the administrative changes in our hospital organization necessary to 
fulfill this purpose: the Hospital organization being the administrative instru- 
ment through which purpose is expressed and its goals reached. 

Admission to a Mental Hospital implies that the admitted individual is in 
need of specialized care. Care involves a relationship between the “caret taker” 
and “the cared for”; the type of care received depends on the type of relation- 
ship established. According to Paterson (1) “all forms of human relationship 
involve authority; and this authority is of one or more of five forms, depending on 
the purpose of the group and its structuring of functions to achieve the goal 
of the group” . In my view there are three main types of institutional care, each 
involving differing types of relationship and therefore different types of 
authority. For our immediate purpose we can confine ourselves to three types 
of authority only. Authority is the entitlement to do something by reason of 
certain attributes or combination of attributes. These can be defined as follows: 
tz). 

1) Structural Authority is the entitlement stemming from legal or other 
contract, vested in a position in an enterprise, and so in the person caine - 
ing that position, to order and coordinate functions pertaining to other 
positions and to expect and/or obligate obedience in ordering and co- 
ordinating. 

Sapiential Authority is the entitlement to be heard by reason of know- 
ledge or expertness. 

Moral Authority is the entitlement to control and direct by reason of 
“rightness’ and “goodness” in action according to the contractural system 
(Ethos) of the enterprise. ; 


Types of Care 

Custodial care which fulfills the purpose of protecting the public is based 
on structural authority. This type of care promotes w hat is good and right 
for the public, a limited good, clearly different from what is good and right for 
both the patient and the public or total goodness. The dangers of custodial care 
are the production of dysocialization and degradation or rebellion of the cared 
for. This will occur in any institution having the following characteristics: 
Centralized decision making; a small top administrative echelon with a wide 
supervisory span and a relationship between the caretaker and cared for that is 
not definitely limited in time. Under this ty pe of organization only a relatively 
small amount of information can come from the ward. This information is 
however of supreme importance if moral decisions are to be made, that is, 
decisions resulting in actions productive of total social goodness. Such decisions 
made on a minimum of information will be seen by “the people lower in the 
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organization, the patients and nurses, as being arbitrary and immoral, by immoral 
I mean against the total good. 

2) Guardianship or moral care requires moral authority in addition to struc- 
tural authority and serves the dual purpose of protecting the public and the 
patient. The dangers of such care are those of dysocialization and dependency, 
but not of degradation. Dysocialization as a result of the norm conflict that 
exists between society, the caretaker and the cared for. 

Moral care is based on what the Nurse feels is good for the patient; The 
Nurse making judgments either intuitively or by relating her observations to 
her past experiences with similar patients. She therefore can only become a 
better nurse by profiting from her experience. Unfortunately, experience unless 
related to theory, cannot be used in teaching. Furthermore ‘the case method of 
learning unless backed up by sound theory prevents fruitful discussion; Dis- 
cussions taking the form of “a case I remember’ place the unfortunate dincoment 
in the position of either capping the story with a case of his own, calling the 
informant a liar, or agreeing with him, hence the frequent heated arguments that 
arise in discussions that have no shared theoretical referent. Such discussions 
usually end with the senior discussant resorting to the use of his status. 

The probable reason for the success of the moral treatment of the insane of 
the last century lay in the fact that things were done wholly for the good of the 
patient and because what was good for the patient was seen as being right and 
good for society, the end result could only be the emergence of institutions serv- 
ing the total social goodness and so providing moral care, not moral treatment 
as it was and is incorrectly termed. 

To change a Custodial Hospital to one providing guardianship, scientific 
management principles must be introduced into the Hospital Administration. 
As pointed out before, in the Custodial Hospital, the Superintendent must make 
a large number of decisions on inadequate and insufficient information gathered 
by too small an administrative echelon. In such a situation he cannot help but 
make decisions that will be seen by the patients and ward care personnel as being 
both arbitrary and immoral. This problem will increase as the size of the Hos- 
pital increases. Hence, degradation is more likely to occur in a large hospital 
where a custodial type of administrative organization exists. To overcome this 
difficulty he must provide adequate numbers of supervisory staff, particularly 
in the Nursing Department, and delegate adequate and appropriate authority to 
competent people so that they may fulfill their functions. Such delegation of 
authority diminishes the number of decisions the Superintendent must make and 
by bringing decision making closer to the ward increases the chances that they 
will be moral. Delegation | of authority cannot however absolve the Super- 
intendent from responsibility but may mitigate it when he correctly assumes the 
competence of those to whom he delegates authority so that they can fulfill their 
function and by so doing carry out their responsibilities. His major remaining 
responsibilities within the Hospital are, the defining of the function or functions 
of each hospital department; research, staff training, inspection, assessment and 
the provision of facilities, administrative advice and information so that others 
can fulfill their functions. In defining function it is well to remember that all 
professional groups have both specific and non-specific functions, for it is in the 
areas of non-specificity that inter- professional conflicts are prone to arise. 

An example of responsibility without authority and authority without res- 
ponsibility and therefore of immoral administration brought about by inadequate 
and inappropriate delegation of authority follows— 
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One of the responsibilities attached to the Ward Supervisors’ function of 
caring for the patients was to look after any property they had on the Ward. 
However the Supervisor did not have the authority to return or deny property 
to patients, i.e.; the Supervisor was held responsible but did not have the authority 
to fulfill that responsibility. The authority to do this was vested in the Doctor 
who thus had authority without responsibility. 

An organization is an instrument through which policy can be carried out, 
goals reached and functions coordinated, supplied and integrated within the 
limits of the particular situation, available money, staff, laws and so on. It is 
also the functional expression of that policy. F requently the stated policy of the 
institution is different to the actual policy because the organization itself prevents 
the expression and fulfillment of the stated policy through functional and struc- 
tural inadequacies, e.g.; Part of the stated policy of my Hospital was to re-settle 
patients in the community in situations that w ould not be harmful to them, but 
as we had only one Social Worker and no transportation for him it was im- 
possible for the Superintendent to fulfill the stated hospital policy; The actual 
policy becoming one of either retention of patients in Hospital or discharge 
into limbo. 

Definition of the organization’s policy must be made by the person or 
persons responsible for the institution, that is, in the case of the Mental Hospital, 
society or its representatives and not the Superintendent unless authority has 
been specifically delegated to him for this purpose. In general, no man res- 
ponsible to another can define the policy governing his functions. The Super- 
intendent is primarily the Chief Executive Officer of those who decide upon 
policy. A sample of such a policy i is as follows: 

To accept and protect society from all those persons requiring care because 
of mental illness, either at their own request or through the process of 
commital. To restore as many of these people to their community with the 
minimum remaining disability whether physical, psychological or social, 
compatible with social tolerance and within the limits of existing knowledge 
in medical and other sciences and the hospital facilities. 

In carrying out his administrative function the Superintendent does not 
require medical knowledge, therefore providing he has competent medical 
advisors and providing the policy defining body fulfills its other responsibilities 
of protection, inspection and assessment there is no logic cal reason w hy he must 
be a Medical man unless medical knowledge is a legal requirement for appoint- 
ment as Superintendent. 

The essential function of any Hospital is the provision of care for its 
patients. For this reason it seems logical that the Superintendent should delegate 
structural authority to the Ward Supervi isor or Nurse in charge of the ward, that 
is authority to order and coordinate the functions of the patients and expect 
obedience. It is only through such delegation that the Superintendent can fulfill 
his responsibility of caring for the patients as expected in the Hospital policy. 
Having delegated this authority to the Nurse, what of the Doctor? The Doctor 
in such an Hospital can fulfill his normal role of advising, within his field of 
competence, his patients and/or their guardian, in this instance the Nurses, thus 
allowing him to fulfill his protective function to a maximum and use judgment 
that can be based solely on what is good for his patient and/or his guardian, 
rather than what is just or right. One has heard of the beloved Physician, but 
never of the just Physician. 

The recognition and application of these types af authority, the delegation 


Ai ff DI 


f 


aT, 


a? 


Mi 


UNIVih 








156 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAI Vol. 4, No. 3 


of structural authority to the Nurse, the provision of adequate numbers of super- 
visory Nursing positions in order to facilitate vertical and horizontal communica- 
tions, the freeing of the Doctor to fulfill his normal role are indicative of 
few of the changes necessary in moving from custodial to moral care. 

Such changes are reflected in the social behaviour of patients, a diminution 
of incontinence, nudity, assaultive and other anti-social behaviour, a diminution 
of damage to ward fixtures with an increased demand for facilities and res- 
ponsibility from both patients and staff and the almost complete disappearance 
of catatonia as a way of life. 

I wish now to turn to my third type of care: 

Therapeutic Care requires the addition of sapiential authority to moral and 
structural authorities; The purpose being to treat the patient and protect the 
patient and the public. The danger of this ty pe of care being that of dependency 
and not dysocialization or degradation. Sapiential authority entitles the holder 
to be heard by reason of his wisdom. We must therefore attempt to answer two 
questions. Whar is the wisdom of ther rapeutic care and how can administration 
effect its application in the care of the mentally sick? 

Care, as was noted earlier, involves a relationship and occurs in physical 
surroundings and if continuous results in the formation of a social system. It 
is of value for our purpose to view a social system under the following three 
headings (4). 

Physical 

Interpersonal 

Cultural. 

In the special system of the Mental Hospital the interpersonal division is further 
complicated because one group of participants is mentally sick. 

If the above is a correct appr: aisal of the situation we can readily understand 
the requirements for wisdom in therapeutic care as being a know ledge of the 
dynamics of small groups, of communication theory, semantics and of both normal 
and pathological individual psychology and their application to the Hospital and 
wards as social systems. One difficulty still arises in that at the present time 
there does not exist a consistent theoretical framework cov ering both psychology 
and sociology. This gives rise to difficulty in the area of communication between 
the Psychiatrist and the Psychiatric Nurse, the Psy chiatrist being mainly interest- 
ed in his patient and the Nurse with her patients as a group; The Psy chiatrist 
using the theoretical framework of individual psychology while the Nurse must 
use, to be effective, the theoretical framework of sociology (the one accenting 
the good judgment, the other the right and fair). 

The persons performing the function of caring for the patients are the 
Nurses who operate by manipulating the patients’ environment. In order to 
provide therapeutic care, the manipulation of the environment must be based on 
and around theoretical principles. The purposes of this function are: 
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lo re-socialize the patient. 

lo prevent further de-socialization or regression. 

fo prevent dysocialization or institutionalization. 

4. To facilitate the functions of other professional people for the good of 
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her patients. 


The goals of this function being:- 


1. Accept the patient as he is, and not as the Nurse thinks he ought to be. 


+ 


2. To integrate the patient in the ward society. 
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3. To gradually increase her expectations of the patient without producing 
destructive anxiety. 

4. To facilitate the patient’s separation from the Hospital. 

These goals are broad and generalized. For the Nurse working on the ward, 
goals must be specific and attainable within a reasonable time. The following 
example will illustrate this point: 

A Nurse was put in charge of a group of chronic degraded and neglected 
Schizophrenics and an activity programme was organized for them. At the end 
of the month no change was apparent. The situation was discussed with the 
Nurse who expressed feelings of resentment and hopelessness. “How could we 
expect her to ‘cure’ these patients after everyone else, including the Doctors had 
failed and given them up as “hopeless”. It was then suggested that perhaps she 
could get the patients toilet trained as a start. The Nurse immediately brighten- 
ed up, saying she thought this was possible. She attained her goal w ithin two 
weeks. The next goal set concerned a problem of dress. This too, was at- 
tained, and so on. From this we can define a further principle of administration. 
Goal specifity must be made increasingly concrete and short term as we descend 
the organizational hierarchy. 

The change from moral to therapeutic care cannot be brought about so 
readily by administrative moves as can the change from Custodial to Moral 
treatment. 

As noted above, care is provided by a large body of people, the Nurses, 
relating to a second large body of people, the patients. In such a situation the 

various interactions are judged in terms of their justice, fairness and rightness, 
i.e.; values that are shared and subscribed to by the majority of members of both 
groups. In the Doctor-patient relationship which is a one to one relationship, 
the iggy 00 value used is goodness, the question being what is good for the 
patient. Goodness in this context can be 1 rapidly changed as only two people are 
involved; unfortunately in the Nurse- patient relationship the rightness and fair- 
ness judgments cannot be readily changed because of the numbers involved 
and the difficulty in arriving at a Consensus, e. g.; Nurses become concerned when 
a Doctor or Nurse spends a lot of time with one patient. “It’s not fair, not just, 
etc.,” though the Doctor and even the individual — knows that it is “good 
for the patient”. Our quandary is therefore how 0 produce a social system 
in which the right and the good are the same and yet one in which we are able 
to introduce new techniques that are good for the patient without causing a 
value system conflict, i.e.; a conflict between what is right and what is good, It 
is relatively easy to introduce new physical treatments but difficult to intro- 
duce new interpersonal techniques because in the former the social values of the 
Nurses are not involved, whereas in the latter they are. 

In broader terms in a stable and unchanging society, rightness and goodness 
are largely interchangeable; in an unstable society aici be a wide distinction 
between rightness and goodness and therefore a greater amount of conflict 
between the individual and society. Our patients require consistent handling 
in terms of what is good for them and yet the use of what is good for them is 
limited by what is right for them all as defined by the Hospital and Ward norm 
systems. The following two examples will show how this conflict can cause 
harm to both patients and staff: 

1) Individual psychotherapy was being given to a female schizophrenic 
patient. One night she became very disturbed and was placed in seclusion 
because in the eyes of the Nurse in charge, it was unfair that all other patients 
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should be inconvemiencea by one disturbed patient. The Psy chotherapist object- 
ed to this as he did not think seclusion was good for his patient; he therefore 
demanded that he be called in any future disturbance. One month later he 
informed me that he was making no progress and thought he ought to stop 
treatment as it was a waste of time. 

On visiting the Ward the following information was elicited. The Nurses 
had interpreted quite correctly, the Therapist’ Ss request to be called in the event 
of future disturbances as meaning he did not feel they were capable of dealing 
with his patient. This being the situation, the patient became Dr. X’s patient 
and so was ignored by the ‘Nurses. The patient withdrew, becoming increas- 
ingly quiet and seclusive in the face of this rejection, hence the experiences and 
material she could bring to her therapy sessions diminished; The Psychother rapist 
having less and less material to deal with felt frustrated and resentful. The 
situation was discussed with the Ward Supervisor and the Therapist, their 
respective roles clarified, this being followed by an immediate improvement in 
the patient’ s behaviour on the ward and in the progress in ther rapy sessions. 

The conflict between the Nurses and Therapist originated in their differing 
evaluation of the problem. In the Nurses’ judgment, to leave a disturbed 
patient at large on the ward was unfair to other patients, therefore seclusion was 
right for this patient. Seclusion was not good for the patient in the judgment of 
the Ther apist. When this was discussed with the Nurses they recognized it was 
not good for the patient, but still maintained seclusion was right. 

2) A long standing schizophrenic was avoided by the staff because she had 
a reputation for biting “people. This behaviour, rather naturally, frightened the 
staff who avoided the patient, thus producing periodic rises in tension with acting 
out on the part of the patient; the acting out taking the form of screaming and 
biting. ‘This patient was discussed at a Ward Staff meeting, during the course 
of which Nurse (A) stated she was not frightened of the patient and would like 
to try and establish a relationship with her. This was apparently accepted by the 
staff. Some two weeks later at another Ward Staff meeting I became aware of 
a general feeling of tension. I further noted that Nurse (A) was sitting a little 
apart from the rest of the group. The Ward Supervisor opened the discussion 
by raising the question of the biting patient, stating that Nurse (A) had been 
bitten. With this, there followed an explosive hostile discussion by the staff 
present, all participating with the exception of Nurse (A). I commented on 
this, remarking that Nurse (A) didn’t seem to be concerned, to which she agreed, 
This point was then taken up in terms of what will happen to us if Nurse (A) 
accepts being bitten, the patient will just continue biting. It’s “unfair” to 
expect this from us. The final outcome of this situation came with the resig- 
nation of Nurse (A) because she was being ostracized by the rest of the Nursing 
Staff. Nurse (A) felt she was doing good for her patient who in fact had im- 
proved, being much less tense and better able to converse with other patients. 
This improvement was also recognized by the other Nurses. However, Nurse 
(A’s) behaviour was judged by “other Nurses as being wrong and unfair and 
they therefore sanctioned her, thus forcing her to resign, to the detriment of the 
patient. 

The administrative problem of the therapeutic Hospital lies in the above 
examples. On the one hand, our patients require a consistent stable society, 
while on the other this society has to be flexible in order to do the most good 
for its individual patients, that is, it requires the value characteristics of both the 
stable and the unstable society. Put another way, the question to be answered 
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is how do we produce a situation in which what is good for the patient becomes 
rapidly accepted as being also what is right for, and in, the Hospital society. 

We have atte mpted ‘to deal with this problem in the following way, basing 
our solution on the assumption that the Nursing Staff are the bearers of the 
Hospital value system as it affects the patients. (5) We introduced a new group 
of senior Nursing Personnel whose function is to advise the Ward Supervisor as 
to what is good for her ward and her patients. This group of Consultants is 
responsible to the Superintendent of Nursing who thus has information at her 
disposal that is purely concerned with w hat is good for the patient and wards 
without being hindered by limitations of traditional administrative regulations 
and procedures or rightness; in this way her directives will be given in terms of, 
as it were, up to the minute goodness; these directives are “policed” by the 
Nursing Administration Office and have, therefore, the immediate connotation 
of rightness. 

Two administrative techniques have been instituted in order to facilitate 

the continuation of this type of society:— 
1) The Ward Staff Meeting:—The purpose of this meeting is to assist Nursing 
Staff to express their feelings about patients and inter-staff conflicts, for without 
such expression, rational discussion of methods of handling the patient cannot 
be accepted and therefore applied by the Ward Staff. 

Information and knowledge are given to the meeting after free emotional 
expression has taken place, following which personnel are better able to reach 
informed knowledgeable decisions and therefore take action that is more fre- 
quently good for this patient, rather than only fair or right for the whole ward. 
Nurses are more able to accept actions that are good for this patient, even though 
they feel them to be unjust to other patients, if a time limit is placed on the 
action to be taken, e.g.; Nurses tend to resent the time a Doctor gives to a 
patient on individual psy chotherapy when they see he is giving less time to 
other patients, “it’s unfair”. If the Doctor puts a time limit on his therapy and 
can show definite results at the end of that time, i.e.; that his therapy is good 
for the patient, Nurses will accept further individual attention for that 
patient. However when the Doctor continues to give individual attention over 
and above the time he gives to other patients when there is no improvement we 
run into the “Doctor’s pet situation” as defined by Stanton. (6) 

2) Resolution of conflicts between individuals in — to avoid or correct the 
covert disagreement situation as defined by Stanton, (7) through the simple pro- 
cedure of interviewing the antagonists separately to get their respective stories 
and following this w ith a joint interview at which ‘the interviewer states the 
grievances of both parties and asks for their comments and discussion. Such 
interviews seem to follow a consistent pattern: 

Stage 1: Discussion usually starts slowly, but gradually becomes increasingly 
acrimonious. 

One of the participants will attempt to involve the interviewer who 
must resist this request for an opinion with a statement something 
after the following — “You are both adults and therefore capable of 
reaching agreement without my interference” 
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Stage 3: Further recriminatory discussion with a gradual decrease in tension. 
Stage 4: Rational discussion and resolution. 
One further comment is necessary. These sessions are time-consuming 
and may last from 1-2 hours. 
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Summary 

Admission to a Mental Hospital implies that the admitted individual is in need 
of specialized care. Care involves a relationship between the “ caretaker” and 
“cared for”. The type of care received depends on the type of relationship 
established. According to Paterson (1) ‘ ‘All forms of human relationship involve 
authority, and this authority is one or more of five forms, depending on the 
purpose of the group and its structuring of functions to achieve the goal of the 
group”, Authority being the entitlement to do something by reason of certain 
attributes or combination of attributes. 

In the author’s view, there are three main types of institutional care each 
involving differing types of relationship and therefore different types of authority. 
For our immediate purpose we can confine ourselves to three types of authority, 
Structural, Sapiential and Moral. 

Che three types of Care, Custodial, Moral and Therapeutic are defined 
terms of authority, purpose and dangers. The administrative organization ful- 
filling each is outlined and changes that must be made in moving from Custodial 
to lherapeutic care are detailed. The reasons for these changes are discussed 
and their implications for the function of Nurses and Doctors are outlined. The 
institution of therapeutic care is difficult. 

Our quandary is how to produce a social system in which the right and the 
good are the same and yet one in which we are ‘able to introduce new eer y ape 
that are good for the patient without causing a value system conflict, i.e.; a 
conflict between what is right and what is good. It is relatively easy to aero 
duce new physical treatments but difficult to introduce new inter-personal tech- 
niques because in the former the social values of the Nurses are not involved, 
whereas in the latter they are. 

In broader terms in a stable and unchanging society, rightness and goodness 
are largely interchangeable; in an unstable society there ‘will be a wide distinction 
between rightness and goodness and therefore a greater amount of conflict 
between the individual and society. 

Iwo administrative techniques have been instituted in order to facilitate the 
continuation of this type of society: 

1) The Ward Staff Meeting:— T he purpose of this meeting is to assist Nurs- 
ing Staff to express their feelings about patients and inter-staff conflicts 
for without such expression, rational discussion of methods of handling 
the patient cannot be accepted and therefore applied. 

2) Resolution of conflicts between individuals in order to avoid or correct 
the covert disagreement situation as defined by Stanton through the simple 
procedure of interviewing the protagonists separately to get “their respec- 
tive stories and following this with a joint interview at which the inter- 
viewer states the griey rances of both parties and asks for their comments 
and discussion. Such interviews follow a consistent predictable pattern. 
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Résumé 

L’admission dans un hopital psychiatrique suppose que individu hospitalisé 
requiert un traitement spécialisé. Tout traitement implique une relation entre 
“celui qui prend soin” et “celui dont on prend soin”. Le type de traitement regu 
dépend du type de la relation établie. Selon Paterson “toutes les formes de 
relation humaine impliquent l’autorité et cette autorité appartient a lune ou 
plusieurs de cing formes, selon les buts poursuivis par le groupe et selon sa struc- 
ture fonctionnelle, développée en vue d’en arriver a sa fin”. L’autorité serait le 
droit de faire quelque chose en raison de certains attributs ou combinaison d’at- 
tributs. 

L’auteur reconnait trois types principaux de soins institutionnels avec pour 
chacun une situation relationnelle propre et par voie de conséquence des rapports 
différents vis-a-vis |’autorité. Nous nous limiterons dans cette présentation a la 
discussion de trois types d’autorité, a savoir: structurale, “sapientiale” et morale. 

Les attitudes carcérale, morale et thérapeutique sont définies en fonction de 
lautorité, des buts poursuivis et des dangers. L’organisation administrative 
réalisant chacune de ces approches est décrite, de méme que les détails destinés 
a effectuer |’acheminement de l’approche carcérale vers l’approche thérapeutique. 
L’auteur élabore les raisons qui militent en faveur de cette transformation et 
souligne les modifications du travail des infirmiéres et des médecins. Le dé- 
veloppement d’un approche thérapeutique est difficile. 

Notre difficulte réside dans l’élaboration d’un systéme social dans lequel les 
notions de bien et de bon sont conservées intactes, qui par ailleurs permet lin- 
troduction de nouvelles techniques bienfaisantes au malade sans pour cela pro- 
duire de conflit dans le systeme de valeur du bien et du bon. I] est relativement 
simple d’adopter de nouveaux traitements physiques, mais difficile de faire accepter 
de nouvelles techniques interpersonnelles. A lencontre des traitements physiques, 
ces techniques interpersonnelles altérent les notions sociales des infirmiéres. 

En résumé, le bien et le bon sont interchangeables dans une société stable. 
Dans une société changeante, au contraire, le bien et le bon peuvent étre nettement 
différents, d’ot possibilité plus grande de conflits entre l’individu et la société. 

Deux techniques administratives sont développées pour faciliter la continua- 
tion de ce type de société: 

1) Les réunions du personnel — Le but de ces réunions est d’aider le per- 
sonnel a exprimer sentiments vis-a-vis des patients et d’exposer leurs leurs 
conflits entre eux, a défaut de quoi une discussion rationnelle sur la fagon 
de se comporter avec les patients est impossible. 

2) La solution des conflits entre les individus dans le but d’éviter ou corriger 
état de dissentiment sous-jacent — Cette technique simple a été décrite 
par Stanton et consiste a voir séparément les opposants dans le but d’ob- 
tenir leur version respective et par la suite dans une réunion conjointe 
a exposer les griefs des deux parties et a obtenir leurs commentaires sur le 
probleme. Cette technique produit presque toujours les résultats anticipés. 
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SHORT TERM PSYCHOTHERAPY* 
Carto Bos, M.D. 


The task which has been assigned to me is that of stimulating discussion on 
the subject of short term psychotherapy. I have no claim to being an expert 
psy chother rapist, nor am I the proponent of any specific theory. This is not a 

“how to” paper; there will be no answers to be found here; rather there will be 
found the questions and random thoughts which have arisen in the mind of one 
who practices general office psy chiatry and who, therefore, has more than just a 
passing theoretical interest in ‘all forms of ther rapy. 

Short term or brief psychotherapy may be defined as “less time- consuming 
psychotherapy”. The relative nature of ‘the definition is implied in all the 
writings on the subject. There is short term psy chotherapy as opposed to long 
term psychotherapy. The latter, in the opinion of some, is ‘ ‘deep” : “produces 
insight”, “results in characterological changes” and is therefore the only true 
psychotherapy. Short term psychother rapy, it would seem, is “superficial”, 

“produces temporary changes”, “only relieves sy mptoms”’, has limited objectives 
and is at best a useful substitute when long term therapy is not feasible. This 
attitude of a hierarchy of treatment is to be deplored. It appears to stem from 
a misguided attempt to consider a theory of psy chody namics and its therapeutic 
techniques as a psychiatric panacea. 

It is not clear from the literature how short, short term psychother rapy is. 
There are references suggesting that its brevity applies to the number of inter- 
views, but there is no statement as to the spacing of the interviews or on the 
duration of each interview. The stereotyped “therapeutic hour” of 40 to 50 
minutes appears to remain unchallenged. 

There is no agreement to be found among the various schools of psycho- 
therapy. The few reliable studies on results with various techniques suggest that 
success in psychotherapy is independent of the technique used and of the theory 
of personality upon which it is based. It would appear that an average 67% 
success can be expected whatever the school studied. What of the 33% 
failures? Is this group resistant to all techniques, or is the choice of technique 
crucial to the success or failure of treatment in these cases? Could it be — as 
has already been stated — that all schools form various facets of an overall picture 
which is greater than any one of them? The main problem of present- day 
psy chiatry, one suspects, is not the need to discover new ther rapies and techniques 
— but rather to refine our methods of finding out how, when and where to use 
the resources that are already available. 

Unfortunately, psychiatric teaching frequently lacks balance. Here, there 
is an over -emphasis on psy chodynamics at the expense of constitutional and 
biochemical factors. There, there is a disregard for psychological factors in 
favour of the phy sical approach. The net result is that the number of endogenous 
depressions treated by psychotherapy is equalled only by the number of neurotic 
depressions treated by electroshock thet rapy. 

It behooves us, then, to refine our diagnostic techniques. Success in psycho- 
therapy, we are told, is a function not “of the school adhered to nor of the 
technique used but of the personality of the therapist. Apparently some people 
have the ability to be good psychotherapists and others don’t, irrespective of their 
training. It would seem that the successful psychotherapist is an intuitive diag- 
nostician whose choice of approach to the treatment of the patient is determined 


*Read at the Annual Meeting of the Canadian Psychiatric Association, Halifax, June 21, 1958. 
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by this evaluation. Psychotherapy is thus seen as an art and should be taught as 
an art. More can be learned by observation and by association with a master 
therapist than through the conv entional methods of instruction. 

We must come to understand better intuition, rapport, empathy, motivation. 
We must come to understand clearly some of the dramatic occurrences which 
come to bewilder us in our work from time to time. For instance, — some years 
ago I made a house call (this is conduct unbecoming a psychotherapist, I am 
told). The lady of the house reported that her husband had been an alcoholic 
for six years. He seldom came home in the ev ening preferring to make the rounds 
of the taverns and bars. He was heavily in debt. He was in danger of losing 
his job. He had been seen by three doctors on separate occ -asions but had not 
followed their advice. He had attended the meetings of Alcoholics Anonymous 
for a short time a year previously with no letup in his drinking. The man was 
mildly intoxicated; he was polite but distant. He said he recognized that he was 
an alcoholic but he felt he had control of the situation and he knew he could 
deal with the problem himself without outside help. When confronted with 
the facts he remained adamant. He was offered help. I told him that it was 
not likely that he could stop drinking without help; he was offered hospitalization, 
out- patient antabuse, support, psychother rapy. I was very politely ushered to 
the door and given to understand that my Services were not wanted. As I left 
him I had the feeling that this man was not yet “ripe” in the AA sense. One 
month later his wife telephoned to report that he was a changed man; he had 
stopped drinking; he was working hard; he came home every night; he was 
considerate of her and had even taken her out dancing for the first time in three 
years. Three years later he came to my office to thank me most warmly for 
having changed the whole course of his life. I had, he said, saved his marriage, 
his job and his entire future. Total time devoted to this patient was one hour 
including travelling time. This, I would submit, is very short short term 
psy chotherapy. And yet, what happened here? I certainly don’t know and 
the patient himself was unable to elaborate on the statement that somehow or 
other I had produced a change in him. (I might add that, try as I may, I have 
been unable to repeat this performance since). We should come to understand 
occurrences of this nature and our understanding should be such that we can 
prognosticate from it. 

The above case suggests another aspect of psychotherapy, and indeed of all 
psychiatric treatment, which is fundamental. This is the basic tendency to 
normalization and growth which is characteristic of all living organisms. We 
find its manifestations at all levels of integration. Essentially “all psychotherapy 
is devoted to the fostering of this process, both in a positive sense and through 
the removal of psy chopathology which inhibits the process. It may well be 
that progress in our understanding of the process of psy chotherapy will continue 
apace only when we devote more attention to this basic curative phenomenon. 

The short term therapist relies heavily on this process by placing the burden 
of the effort to improve on the patient. He stresses the patient’s assets, fosters 
them and encourages their development. To do this he uses all the means 
at his disposal, whether they be psychological, social or physical. Short term 
therapy is essentially electic and practical. There are no hidebound techniques 
here, nor any preconceived ideas about the patient’s dynamics. Each patient 
is a separate, individual problem which can be categorized only in the most 
general way. The therapeutic process is considered as one of growth — and the 
developments within the therapist’s office are continually being tied in with the 
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patient’s on-going life experiences. The here and now is dealt with. The past 
is used only as it relates to present problems. 

The impersonal, “objective” attitude has no place in short term psycho- 
therapy. Here we find warmth and genuine and expressed interest in the patient 
and his problems. In fact, we are told that success in therapy may depend largely 
upon the degree to which the therapist gives of himself in the therapeutic 
situation. 

The relationship between patient and doctor thus is of consequence and the 
development of an effective ther rapeutic relationship is one of the first steps in 
psychotherapy. 

In this regard the importance of the patient’s first visit to the general 
psychiatrist's office cannot be overstated. Unlike, the clientele of that specialist 
within the specialty, the psychotherapist, the patients of the general psy chiatrist 
are a heterogeneous group. The problems for which they come may be social, 
economic or legal and not psychiatric at all. They are frequently referred by 
former patients, or are sent on a “there-is- nothing-w rong-with-you-you- -should- 
have-your-head-examined” basis by some of our less friendly medical colleagues. 
Or they may be referred to a “nerve doctor’, or some such euphemism. Or they 
may have been told: “You are going to see a psy chiatrist, but this one is more 
like a doctor, he is a friend of mine, you'll like him” — not much reassurance 
here. Few patients come without some apprehension based upon misconceptions 
about psychiatry and psychiatrists. Many are surprised to find that the 
psychiatrist is not a gimlet-eyed mind reader or an addle-brained eager beaver 
with a notebook, leather couch, a pointed beard and a German accent. Rare is 
the patient who does not expect his sexual life to be probed into the moment 
he crosses the threshold. This all sounds silly and out of date, but these mis- 
conceptions are very real and demand consideration. 

The first visit has two functions: to reassure and to diagnose. The first is 
best served by bringing the patient to the realization that the psy chiatrist is, after 
all, a doctor like any other. And this can be accomplished by merely following 
the format of the medical case history in order to obtain an anamnesis. By pro- 
ceeding along this familiar path before continuing with the more personal psy cho- 
logical facts one can dispel misconceptions and ‘put the patient at ease. 

With regard to the diagnostic function I should like to stress the fact that 
there are psy ‘chiatric conditions which are not psychogenic, that, while psycho- 
therapy is indicated in all cases without exception, the approach must of necessity 
be different in patients receiving the physical therapies as opposed to those who 
don’t, for instance. Let us not allow our preoccupation with psychodynamics 
to blind us to the fact that there are still syndromes in psy chiatry. 

The two functions of the first visit may be greatly helped by an interview 
with a relative or friend of the patient. Not infrequently the observations of 
a person close to the patient may clinch an otherwise obscure diagnosis. Allay- 
ing the fears of a member of the family may have a significant effect upon the 
patient’s own anxieties. 

In my own practice I have found it useful to arrange the initial visit along 
the following lines: 

1.) Complaints and history of present illness obtained with a minimum of direc- 
tion and questioning. 

2.) Enquiry into the present illness to bring into focus and elaborate on the 
more obscure parts of the patient’s spontaneous productions. 

3.) Background history on a question and answer basis beginning with the 











July, 1959 SHORT TERM PSYCHOTHERAPY 165 


health history and following the medical history format, and introducing 
psy chological factors more and more as the interview progresses. 
4.) Interview with a relative or friend using the same approach as with the 
patient. 
Statement to the patient summarizing the diagnostic impression and pre- 
senting a plan for future investigation and/or therapy. 
With this the two-fold function of reassurance and diagnosis of the first 
visit is fulfilled and basis is established for a short term psychotherapeutic ex- 
cursion if this is indicated. 


wn 
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Résumé 

L’auteur se défend de présenter une théorie dogmatique ou des recettes 
techniques et s'éléve contre une dévalorisation des psychothérapies bréves, qu’il 
définit comme étant limitées dans le temps, mais non dans leur qualité, ni dans 
leurs objectifs, ni dans leurs résultats. La briéveté de ces psychothérapies con- 
sisterait dans le nombre des séances; la durée totale et le rythme du traitement ne 
fournissent pas de critéres précis, quoiqu’on semble d’accord pour maintenir la 
séance classique d’environ trois-quarts d’heure. 

L’issue d’une psychothérapie dépendrait essentiellement de la personnalité du 
thérapeute, qui doit étre un clinicien doué d’intuition, capable de traiter chaque 
malade selon ses besoins particuliers et d’exercer la psychothérapie comme un art. 
Le role du psychiatre est de favoriser l’€panouissement des forces naturelles de 
maturation chez le malade, par une attitude d’intérét chaleureux et par l'utilisation 
de tous les moyens, psychologiques, sociaux et physiques, dont il dispose, avec une 
attention spéciale aux problémes courants. 

L’entretien initial a la double fonction d’apporter un diagnostic et de rassurer 
le malade. On recommande 4 ces fins de voir un parent ou un ami de celui qui 
vient consulter. L’examen psychiatrique, dirigé de mani¢re progressive sur le 
modeéle d’une observation clinique et complété par les renseignements d'un tiers, 
permet d’établir un plan thérapeutique qui est soumis au malade. 

L’auteur illustre, par un exemple pris dans sa clientele, les effets imprévus et 
durables d’une seule consultation, la plus bréve des psychothérapies. —J.B.B. 
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INSULIN THERAPY WITH HYALURONIDASE IN MULTIPLE 
INJECTIONS* 
(Method of Sacerdoti-Yagdjoglou ) 
Vicrorin Voyer, M.D., Rocger Racine, M.D. AND Monique Warerkeyn, LL. 
Institut Albert Prévost, Montreal 


Insulin coma therapy for mental illness has undergone numerous modifications 
since Sackel’s original studies were reported in 1935. It has been discredited and 
abandoned by certain clinics and its physiologic effects have given rise to a 
systematic opposition on the part of psycho-dynamic therapists. 

We would like to state our grounds for preserving insulin therapy as a 
necessary method of treatment for certain types of mental illness and for choosing 

1 special form of insulin therapy called “somnolence,” administered as insulin 
combined with Hyaluronidase (Sacerdoti, 1951) and given by serial injection 
(Yagdjoglou, 1950). 

“After a review of the method, we will discuss its avoidance of physiologic 
risks while conserving all of the curative results and, finally, how this tre atment 
will satisfy psychody namists by facilitating the immediate psychotherapeutic 
approach, 

Insulin Therapy-Somnolence 

Sackel’s original treatment is synonymous with post- hypoglycaemic coma. 
This author developed the procedure, evolved the variation of insulin therapy 
“without shock.’ 

Insulin coma requires progressive doses, ordinarily of 20 up to 200 and even 
400 or 600 units, administered at six or seven o’clock in the morning so that the 
patient will waken for the noon meal. This treatment is characterized by four 
phases: a latent phase, following the injection, during which the patient shows 
considerable individual variation in sensations or mild agitation, a phase of light 
sleep during which the patient can be awakened by stimulation; a phase of profound 
somnolence in which it is impossible to arouse the subject with intense stimulation, 
a phase of coma in which the depth of coma can be confirmed by the loss of the 
corneal reflex. 

Although it is the coma phase that psychiatrists fear, many authors, in addition 
to Sackel, attribute a curative value to it. The complications of this particular 
phase include the following troublesome reactions: cerebral edema, practically 
invariable in coma; cerebral anoxia accompanied by tonic spasm of extension 
muscle groups and by torsion and loss of the tendinous reflexes; phy sical and 
nervous exhaustion; cardiovascular collapse, spasm of the glottis and of the 
pharynx; hy perthermia of central origin; and agitation. Since the coma phase i is 
planned to last from fifteen minutes to an hour or more, and is induced six days 
a week for six weeks or more, there is reason to consider insulin therapy w ith a 
guarded view in order to avoid epiphenomena of neurologic types in patients 
already mentally dissociated. It is in this manner that certain schizophrenic or 
schizo-affective depressed patients deteriorate slowly in a dissociative sy ndrome 
frequently epileptiform i in nature after insulin coma. 

Furthermore, insulin coma is a burdensome treatment. It requires a very 
well- equipped treatment ward, with a large, well-trained staff and the immediate 
attendance of well-trained physicians. A patient’s reactions are dramatic and 
traumatic for the other patients. In addition, even if precautions are taken such 
as was done during the war, an arrangement of the ward permitting the formation 


°We are grateful to G. D. Searle & Co. for the aid furnished for the trial of this method. Their preparation 
shows no variation in the mixture and has been preferred to that of others for this reason. 
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of a group of patients to instigate “contact and psychother rapeutic extroversion,’ 
the coma procedure encroaches considerably on the day of the patient, it often 
interferes with the individual interview, and requires a continuous surveillance 
for delayed hypoglycaemic reaction. 

There is a risk that coma can become an exclusive type of therapy, and the 
mental illness be otherwise neglected with regard to individual or group psycho- 
therapy. Paul Neveu was right in saying: “The over-all design and humanity 
of the treatment is so important that, ‘if it is not accomplished in a satisfactory 
manner, it is better to withdraw the insulin therapy which has then become 
ineffectual and as a consequence valueless.” ‘This principle, moreover, applies to 
all insulin treatment, even that of simple sleep. One of us, while associated with 
an internal medicine service, assisted in the treatment, by sleep and psychotherapy, 
of neurotic patients, particularly dyspeptics and minor depressives. Two years 
after he had left this service he was not surprised to be told by a physician: “We 
have continued the insulin treatments since your departure and we have not 
observed a curative result in anyone.” Here is an ex: umple of the inevitable defeat 
of physicians who utilize insulin ther rapy W ithout psy chotherapy in their patients. 

We were pleased to find that Sackel, at the Congress of Paris (1950), stressed 
in his report the possibilities of insulin “without shock.” He stressed the import- 
ance of proceeding, through a modified technique, from Phase I directly to Phase 
II] without passing through Phase II which is superfluous. Since that time, the 
Phase IV coma has also lost favor among the majority of authors. The profound 
somnolence phase appears sufficient for a cure in our patients and if somnolence 
alone is unsuccessful, the coma phase does not improve the treatment. 

The evolution of the Sackel treatment can be summarized as follows: the 
phy siologic shock and the coma are not the i important phenomena of the treatment 
and all the techniques derived from the original treatment must be modified to 
avoid the sudden appearance or continuation of these phases of hy poglycaemic 
insulin treatment. 

The aim of the clinicians—all of them European, since the American clinicians 
have progressively discredited insulin therapy, — has been to find a method of 
administering insulin to achieve a profound somnolence after the shortest and 
least troublesome latent phase, thus avoiding the second phase of reversible sleep 
where the patient is sleepy and agitated by turns with accompanying pangs of 
thirst, hunger , Sweating, and discomfort. 


Method of Sacerdoti-Yagdjoglou 

In 1950 Yagdjoglou recommended multiple subcutaneous injections of insulin. 
The sclerotic induration of the tissues following repeated subcutaneous injections 
of insulin encourages a tendency to administer insulin in larger doses and in turn, 
requires the use of. high doses of carbohydrates to restore blood sugar levels. The 
author of the method recommends four separate intramuscular injections and 
accents the advantage of a slow withdrawal of a long needle, thus favoring a 
better diffusion of the insulin. The required dose of insulin is thus reduced as is 
the amount of carbohydrate replacement. This method has not yet attracted the 
attention of any author on our continent. 

Sacerdoti, in 1951, by combining hyaluronidase with the insulin succeeded 
in reducing, to an impressive degree, the doses of insulin necessary to bring about 
regular comas. The glycemic curve makes a more rapid descent and the depth 
of the coma is greater with a lesser amount of insulin. Because of the diffusing 
power of this substance which decreases viscosity — or, to use the terminology of 
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Merlin (of Lille), the sticky plasticity of the subcutaneous interstitial tissue — the 
hypoglycaemic effects are obtained with rapidity without a period of psychomotile 
agitation. This method, in contrast to that of Yagdjoglou which is still unknown 
in America, has been the object of three studies on our continent. Therefore, it 
has been employed in America but alw ays w ith the object of producing a coma. 

This method, combining hyaluronidase with multiple injections of insulin 
appeared to us to be one w hich would better serve our objectives in therapy and 
be better suited to the organization of our clinic. Our patients are acute cases, 
our first concern is that of human dynamic therapy, with consideration for 
effective recuperation and psy chodynamic re- -education. 

The technique of insulin therapy-somnolence with hyaluronidase in multiple 
injections is simple. First, by an injection of one-tenth of an ampul of one cc. of 
hyaluronidase (15 USP units), a test can be made for tolerance by the individual. 
None of our patients, which number more than fifty, has showed an anaphylactic 
reaction. Next, crystalline insulin, 10 to 20 units for the first injection depending 
upon the case, is mixed with a half or a quarter of an ampule of hyaluronidase. 
The hyalurondise used’ in this study was Alidase of Searle containing 150 USP 
units per cc. The dose of hy aluronidse has been established as 40 to 75 USP units 
and is sufficient for any dose of insulin. The mixture is then administered in a 
syringe equipped with a long needle which, after being introduced deeply into 
the subcutaneous cellular tissue of one extremity, is then withdrawn slowly while 
half of the contents is injected. In the same manner, the other half is injected i in 
the other extremity. Yagdjoglou recommended three and even four injections 
in the same extremity, but two injections of insulin and hyaluronidase appear to 
provide the same effect. 

A Phase III somnolence is obtained in less than an hour, allowing for variations 
in individual susceptibilities. Phase II is shortened by a third and the somnolence 
or semi-coma is rapidly obtained. Our modification, then, consists of giving a 
lesser dose of insulin which is sufficient to obtain deep sleep and yet, which is 
insufficient to prov oke such a decrease in the blood sugar level that coma is reached. 
The single dose of insulin formerly required to produce a somnolence was on the 
order of 90 to 150 units. It is rare that we find it necessary to exceed 40 units 
when the insulin is combined with hyaluronidase and when the combination is 
administered in two injections. , 

Our modification permits the administration of the insulin at 8 in the morning 
instead of 7, and between 10 and 11 o’clock the treatment is complete. The 
technique does not demand as experienced a staff, because the supervision is less 
exacting. It allows us to dispense with the observation ward where tw enty bed 
patients are concentrated together with the attendant cries, appeals and moans 
which thwart the objective of beneficial extroversion and hinder the ‘ ‘maternage” 
which is so efficacious during insulin therapy. 

We now find it possible to carry out insulin-somnolence in neighboring 
rooms, with three patients to a room, and on the same floor with the non-insulin 
treated patients. Our patients are better able to relax, without injuring themselves, 
while maintaining sufficient contact for extroversion. They are treated without 
the traumatic sensation of being subjected to therapy which is difficult to accept 
in the presence of other patients. 


The Results 


This method, moreover, by requiring less than half as much insulin, by t taking 
but half the time required w hen insulin only is employed, and by requiring a 
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smaller staff and more humane arrangement of treatment rooms offers notable 
advantages in the commencement of a program of psychotherapy. These advan- 
tages include: first, distinct diminution of the pathologic reactions to hypogly- 
caemia; second, obvious biodynamic results from the efficacy of the treatment 
particularly in schizophrenic patients; and third, impressive facilitation of the 
advance of the psychotherapy. 

The initial phase after the injection, diminished in time by a third, is free of 
the usual discomforts of anxiety, apprehension, nausea, and vomiting, and the 
patient does not find himself subjected to what Sackel has designated “shock”. 
The psychiatrists have been too concerned with the concepts of therapy with 
Metrazol to be aware that it is the apprehension and the apocalyptic dreaminess, 
which exert the effect on the patient in shock therapies. Today even electroshock 
therapy is administered with Amytal and is given without “shock”, which Sackel 
recommended in 1950 at the Congress of Paris. The method with hyaluronidase 
and insulin effects this elimination of the phase of “shock”. 

Moreover, in eliminating the phase of the “coma”, that is, in eliciting, with a 
lesser dose of insulin, only a profound, prolonged sleep without resorting to coma, 
we avoid the serious cerebral edema, the risk of collapse and the other serious 
complications associated with this type of post- hypoglycaemic phenomenon. We 
raise the question as to whether true coma is at all necessary for efficacious therapy. 

Many authors today confirm our opinion of the results. The exclusively 
biodynamic results of insulin therapy have been observed as early in the treatment 
as the phase of somnolence. Agitated patients become cooperative and malleable 
during this phase. Previously, this effect was obtained only in the third or fourth 
week of coma which explains why many psychiatrists ‘ceased their treatment 
before producing coma. It follows that they obtained somnolence with a phase 
of shock and heavier doses of insulin. 

Of the fifty patients subjected to the treatment of insulin somnolence with 
hyaluronidase in multiple injections, treatments were completed in thirty-one 
schizophrenic paranoid patients with great improvement. In addition, one of us 
decided to try the method on an agitated, violent paranoid patient whom we had 
previously refused to admit. He was admitted for this purpose with warnings to 
the family. He had been ill for eight months, hallucinated and violent but follow- 
ing the first doses of insulin he became more cooperative and exhibited a somno- 
lence as early as the fourth day. This patient has recovered and has shown an 
unusual interest in the course of his individual psy chotherapy. Unfortunately, 
he has not been able to pursue his psy chotherapy as an out-patient since he returned 
to work after two months in the clinic. 

The thirty-one patients who responded satisfactorily are characterized as 
follows: they were very much more alert during the day, proving themselves, one 
after another, capable of individual interviews; they behaved without aggression 
toward medical treatment, the nurses, and their fellow patients; they devoted 
themselves to occupational tasks with facility and they did not demonstrate the 
apathy of patients subjected to coma. , 

It is ceratinly too soon to judge the long-term efficacy of somnolence therapy, 
but the fact that they have been discharged from the clinic is an index of our 
opinion of their mental status. 

The indication for this therapy continues to be for the schizophrenic para- 
noid patient. However, we anticipate that the method will be of value in patients 
with essential depression without psychic content and for toxicomanics. At 
present our experience is too limited for conclusions in these classes of patients. 
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\s for the third advantage of this method, concerning psychotherapeutic 
approach, we have no doubt. According to the principle of Neveu: “Insulin 
therapy without psychotherapy is useless”, but how can psychotherapy be accom- 
plished in subjects who have undergone comas? There is a complete difference 
between a human being subjected to the sleep of an infant and one who is decere- 
brated by a coma. The first only withdraws from his illusions of the day and 
plunges into the restorative dreaminess of the night. The other is cut off from 
the beneficial effect of the cortical ascent of his dreams, his experiences are inferior, 
and his vital dynamism is lost in a state of psychic latency. This has been proved 
during the process of carbohydrate replacement. The sleeper takes hold of the 
feeding bottle, although he will eat nothing because of anorexia, and sucks like a 
newborn infant. The other is inert and wakes up in me ntal confusion, withdrawn 
from all this dynamism of the first act of love which is digestive. Our nurse is a 
partic ipant in this research and paper not only by courtesy. Her role remains an 
active one. All those who have been concerned for long with insulin treatments 
have observed the attitude of the infant in patients immersed in profound ape 
lence. The gestures toward the food are accompanied by a myriad of others each 
of which conveys the meaning of rebirth, of ple: asure at an aw akening to life. 
Thus, the necessity of the active presence of the nurse. And this leads us to the 
therapeutic phenomenon of “maternage” which cannot be expanded upon here 
but which is the principal door of entry for a brief and efficacious psychotherapy. 
It is maternage which produc es, from the very first, the principal mechanisms of 
correction of the psychosis: the involuntary comprehension, occurring by chance, 
and then, in a second step, the phenomena of recession and acceptance without 
resistance to primary realities. 

The lifting of the verbal block in schizophrenic patients subjected to somno- 
lence is remarkable. Protected from coma, their cerebral functions remain intact 
and maternage facilities the transfer, the patient expressing himself first on the 
good emotional contact, the kindness and the patience of the nurses. The inter- 
views can begin earlier in the course of the medical treatment. In several of our 
patients, we have been able to observe a competency of insight on the subject of 
their delirium which seems to be an improvement over the pathologic state and 
semiconfusion of schizophrenics emerging from delirium after coma, and even 
the forgetfulness of the very subject of their delusion after any kind of shock 
therapy. f 

It is necessary to have more time and experience to reach final conclusions 
on the efficacy of the method but we can say that it is a marked advance in insulin 
treatment from the beginnings of Sackel. Presumably, further progress is yet 
to come. 


. * . . 


The treatment of Sackel, treatment by post-hypoglycemic coma, has devel- 
oped, since his introduction of his methods, toward methods where the “shock” 
process is definitely repetitious. The Sacerdoti- Yagdjoglou method of insulin 
therapy- somnolence (called pre-coma by Americans) has been confirmed as the 
most appropriate for the effective biologic and psychodynamic treatment of our 
mental patients because it avoids phy siopathologic complications and favors a 
remarkable psychic recoy ery. 
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Les auteurs pronent la methode d’administration de l’insuline associée a la substance 
diffusante hyaluronidase et donnée en deux ou trois injections tragantes. Ceci permet: 
1) Un sommeil hypoglycaémique immediat, évitant l’angoisse de la premiere phase du 

traitement hypoglycémique: 

2) Une diminution des réactions pathologiques de l'hypoglycemie: réactions locales, 
cérébrales et autres; 

L’accés immédiat, pendant la cure, au contact psychothérapeutique a la fin de la 
journée; 

+) La possibilite de faire la cure en un laps de temps plus court tout en favorisant une 
somnolence plus prolongeée; 

D’éviter le coma profond, méme chez les schizophrénes paranoides ot cette méthode 
s’est révélée particulierement efficace, 

6) Un effet calmant chez les agités dés les premiers jours de la cure. 


we 


“7 


In Memoriam 


Nous apprenons aujuord’hui le décés du Dr. Manfred Sackel a l’age de 53 ans. 
Nous tenons a lui dedier ce travail. Sa découverte de l’insulinothérapie a permis aux 
psychiatres d’aider un tel nombre de malades: déprimés névrotiques et jusqu’aux alcoo- 
liques, etc. aux armées comme dans les hdpitaux civils, que peu d’homme ont mérite 
comme lui notre reconnaissance. 

Manfred Sackel died yesterday. In Paris, | met him many times and he always 
showed very inspiring, courageous, in spite of an already obvious coronary insufficiency. 
Few men have rendered such a service to psychiatry: his discovery has permitted us to 
help all kind of numerous patients in a short time therapy, during the War II and later 
in civilian hospitals. His memory will ever remain alive in Psychiatry. 


December 3, 1957. V. Voyer, M.D. 
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APPROCHES PSYCHANALYTIQUES 
EN PSYCHIATRIE INFANTILE* 


. B. BouLANGER 
L.Ps., D.I.P.(Paris), M.A., M.D., F.R.C.P.(C)? 


La psychiatrie infantile présente une situation paradoxale qui menace son 
existence et remet en question la possibilité d’une action psychothérapeutique sur 
l’enfant. 

Les psy chiatres qui s ‘occupent d’adultes et d’enfants n’hésitent point a con- 
clure quil faut une préparation plus complete pour pénétrer la psychologie 
normale et pathologique de l’enfance et maitriser les méthodes psychothérapiques 
qui lui sont destinees. Les Instituts de psychanalyse exigent de méme pour les 
futurs analystes d’enfants une qualification préalable en psychanalyse d’adultes. 

A lopposé, on raméne implicitement sinon ouvertement la psychothérapie 
de l'enfant a une éducation, tout au plus a une rééducation. Un névrosé, tant qu’il 
n'est point parvenu a sa majorité légale, est un enfant difficile avec troubles du 
comportement, un déséquilibré, un inadapté qu'il s’agirait d’orienter. On ne le 
considére pas malade, au méme titre que l’adulte souffrant de symptomes; aux fins 
thérapeutiques et aux interventions psychothérapeutiques on substitue des mesures 
et des intentions d’ordre pédagogique. 

L’enfant atteint de maladie psychique se trouve de la sorte plus exposé que 
quiconque, malgré sa fragilité, au hasard d’institutions médiocres et 4 la fantaisie 
de thérapeutes ou d’éducateurs incompétents. On invoque, pour légitimer ces 
conditions déplorables, les besoins pressants de la population, le manque de 
spécialistes, la supériorité du_ travail d’équipe. Ces arguments seraient aussi 

valables dans tous les secteurs de la psychiatrie ou de la médecine, voire de 
l’activité humaine, dés qu'elle s’exerce sur un plan technique ou social, 

Le psychiatre d’entants se voit ainsi relégué a un poste d’administrateur ou 
toléré dans un rdle de consultant. II est en fait dépouillé de ses fonctions essenti- 
ellement cliniques et thérapeutiques. La pénurie de psychiatres spécialisés dans 
le domaine de !’enfance se tait trop sentir pour qu’on se prive du concours éclairé 
du personnel non médical affecté aux cliniques de psychiatrie infantile. 

Dans cet exposé, nous nous limiterons aux cas relevant d’une psychothérapie, 
avec une attention spéciale au groupe le plus nombreux et le plus négligé, dont 
lage se situe entre la deuxi¢me enfance et la puberté, en utilisant notre expérience 
des derniers dix-huit mois a la ~ de psychiatrie infantile de ’hopital Sainte- 
Justine et le cadre conceptuel de la psychanalyse et de la psychologie de l’enfant. 

Ce travail n’aurait pu étre fait sans |’ amical soutien du directeur de la clinique 
et la collaboration des auxiliaires qui ont participé au projet; il n’aurait pas été 
possible sans des essais antérieurs avec des aduites et des enfants aux centres 
psychiatriques parisiens de Sainte-Anne (1951-53; 1956-57) et de la Salpétriére 
(1955-57), et dans le service de neuropsychiatrie a lhopital Notre-Dame de 
Montréal (1953-55). 

* * . 

Il est pour le moins singulier que les avantages reconnus 4 la psychanalyse 
dans le traitement prophylactique et étiologique des névroses soient systématique- 
ment refusés a ceux dont la personnalité est susceptible des plus précoces et des 


, *Communication au Comité de psychiatric infantile de l’Association canadienne de psychiatrie, Ottawa, 
e 4 juin 1959. 

1Professeur agrégé de psychiatrie A la Faculté de médecine de l'Université de Montréal; membre 
fondateur de la Société canadienne de psychanalyse; neurologue et psychiatre dans les Services de neuro- 
psychiatrie a lhépital Notre-Dame et de psychiatrie infantile 4 I’hépital Sainte-Justine; directeur médical 
et psychiatrique du centre psychopédagogique, Collége Saint-Denis. 
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plus profondes modifications structurales. I] y aurait lieu d’adapter la technique 
au psychisme particulier des divers ages de I’ enfance. 

On a déja mis au point pour les premiére et seconde enfances l’analyse par le 
jeu et le jae Les productions du jeune enfant se prétent a une analyse aussi 
rigoureuse que le discours, les réves et les associations de |’adulte. 

A la période de latence, l'usage de moyens aussi primitifs que l'eau, le sable, 
les jouets et la peinture serait 4 déconseiller en raison de leur aspect régressif et de 
inhibition imaginative caractéristique de ces années. Les activités de groupe 
non structurées ménent inévitablement soit au passage a l’acte, soit 4 la répression 
disciplinaire; quand elles sont organisées, elles relevent davantage, a notre avis, 
du scoutisme ou du sport que de la psychiatrie. En plus de monopoliser au service 
d’un enfant et de ses parents le temps précieux de deux ou trois thérapeutes, les 
psychothérapies individuelles se heurtent aux difficultés de conceptualisation et 
de verbalisation du sujet et sont trés souvent fastidieuses et décevantes. 

Une technique utilisant le jeu collectif semble de prime abord indiquée pour 
répondre aux — de la poussée de socialisation qui domine ce stade du 
développement. Le psychodrame analytique de groupe constitue une transition 
entre l’analyse par le jeu de la petite enfance et l’analyse verbale de l’adolescence. 
Historiquement issue de l’oeuvre de Moreno, qui préconise l’abréaction catharti- 
que, il s’en distingue par l’élaboration interprétative du matériel ludique. 

Nous traitons actuellement, avec une ou deux thérapeutes auxiliaires, un 
groupe mixte de cing enfants agés de neuf a dix ans. Ils proposent eux-mémes 
e scénario, distribuent les roles et jouent avec les thérapeutes sans aucun ac- 
cessoire de théatre. Nous préférons les histoires vraisemblables aux contes de 
fées et aux récits inspirés du folklore ou d’émissions enfantines; la fantasmatisation 
régressive qu’ils suscitent irait a l’encontre des objectifs de la cure. A la fin de 
chaque séance hebdomadaire, nous interprétons les themes et les éléments du jeu 
en fonction des conflits et des défenses qui s’y sont projetés et des phénoménes 
transférentiels qu’ils refletent. 

A l’époque de la puberté, nous recommanderions également une formule 
collective de psy chothérapie analytique, afin de surmonter la géne qu éprouvent 
le préadolescent et le jeune adolescent devant l’intensité de leurs émois et la 
maladresse de leur langage. De méme que l’analyse par le jeu ou le dessin au 
cours de la troisiéme enfance, le psychodrame collectif favoriserait, 4 ce moment 
critique de l’évolution sociale et affective, une régression indésirable. 

Nous croyons que la présence d’une thérapeute auxiliaire offre l’avantage de 
reconstituer le couple parental et d’atténuer les risques d’un débordement transfé- 
rentiel. Les participants sont du méme sexe et leur nombre idéal est autour de 
sept. Depuis dix-huit mois, notre groupe de fillettes, qui sont maintenant agées 
de douze 4 quinze ans, se réunit réguli¢érement a heure fixe le méme jour de la 
semaine, sauf pendant les vacances. Le climat thérapeutique se maintient diffi- 
cilement et rarement plus de soixante minutes. Elles sont assises en rond et 
occupent la place de leur choix, qui est variable d’une séance 4 |’autre. 

Cette expérience, dont nous avons publié dans cette Revue un bref rapport 
préliminaire, a démontré a notre satisfaction et a celle de nos collégues et colla- 
borateurs que dés l’age d’onze ou donze ans, soit avec le début de la phase génitale 
et de l’émancipation intellectuelle et familiale de l'enfant, une psychanalyse collec- 
tive peut étre envisagée et se dérouler selon la méthode rigoureuse des associations 
libres. Les interprétations s’adressent, en fonction des besoins de la dynamique 


3a3,048. 4) 


i 


$ 


aviniy 





Jee 





174 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 4, No. 3 


individuelle et collective, au groupe ou a ses membres. L’interprétation que nous 
qualifierions de magistrale est celle qui comporte une signification collective avec 
le plus de résonances individuelles. 

7 * * 

Une profession de foi s'impose dés qu’on entreprend de dépasser le dialogue 
de la psychanalyse classique. Les psy chanalystes qui se sont laissé entrainer par 
l'aventure de |’analyse collective en ont tous retiré la certitude que leur art y 
crouve un vaste et fructueux champ d’ application sans aucun sacrifice essentiel 
d’ordre doctrinal ou technique. 

Le divan ne fait pas le psychanalyste. L’originalité de la psychanalyse tient 
4 usage exclusif et thérapeutique de l’interprétation des phénoménes inconsci- 
ents. C'est par l’interprétation systématique des résistances, des défenses et du 
transfert que s’amorcent las prises de conscience libératrices. 

Souvent indiquée chez l’adulte en vertu de la mobilisation des affects et de 
la facilitation des échanges interpersonnels qu'elle entretient, la situation de groupe 
nous parait encore plus propice a la conduite efficace de la cure chez l’enfant et 
adolescent dont le statut et le développement inachevé les rendent inaptes a 
une relation normative ou égalitaire avec l’adulte. 

On ne saurait minimiser impunément le role décisif des processus de sociali- 
sation contemporains de ces années formatrices et leurs rapports réciproques avec 
l'identification, les relations objectales et la transformation intérieure de la per- 
sonnalité. 

Les approches psychanalytiques de caractére collectif que nous proposons 
ne peuvent que favoriser la maturation affective, intellectuelle et sociale de 
homme qui est dans enfant et quil sera. 


* * * 


Le traitement de l’enfant devrait se doubler de celui des parents. L’unanimité 
qui s'est faite autour de cet axiome de la pédopsychiatrie moderne ne se retrouve 
guére lorsqu’il s’agit de l’appliquer. Le case-work a sa place indispensable dans 
un centre psychiatrique pour adultes ou enfants, mais il ne dispose pas, méme 
promu au rang de psychothérapie non directive grace a une confusion avec le 
counselling, de moyens proprement thérapeutiques. 

Une véritable psychothérapie des parents est la seule qui se traduise par une 
nouvelle compréhension de l’enfant, par des attitudes moins pathogénes et plus 
hygiéniques, par une modification de la structure névrotique de la famille. On 
peut inviter les parents a des colloques traitant des problémes que suscite |’éduca- 
tion d’enfants difficiles. Leur narcissisme étant sauf, leur culpabilité et leur 
angoisse n’ayant pas été remueées, ils assisteront a ces réunions dirigées, oti ils se 
reconnaitront dans le miroir des autres avant de s’interroger sur leurs propres 
motivations. [ls pourront alors s’engager dans une psychothérapie collec- 
tive d’inspiration analytique. Nous ne recommandons pas aux mémes thérapeutes 
de traiter 4 la fois parents et enfants; cette séparation des taches est la seule qui 
assure l’objectivité et l'impartialité exigées d’un thérapeute et qui mérite la con- 
fiance de l’enfant déja trop enclin, et non toujours sans raison, a se croire dupé 
ou trahi par la complicité des adultes. 


* * + 


Le scandale social de la psychiatre infantile se trouverait ainsi dénoncé et 
supprimé, au lieu d’etre implicitement sanctionné et perpétué, par les psy chiatres 
eux-mémes, les plus compétents pour établir une hiérarchie autre que celle de la 
fortune des parents dans le choix des soins psychiatriques réservés a |’enfant. 
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Les cliniques de psychiatrie infantile ont sur celles de psychiatrie adulte 
lavantage d’un recrutement de malades trés supérieur par la qualité. La clientele 
psy chiatrique de dispensaire dans les hdpitaux généraux se compose en majeure 
partie, quand elle n'est pas sélectionnée, de débiles mentaux, de chémeuts sans 
métier et de femmes sans emploi ni charge familiale, et leur indigence donne 
souvent la mesure de leurs capacités. 

Des enfants aux aptitudes trés inégales et venant de secteurs socio-économi- 
ques variés fréquentent les consultations pédopsychiatriques; ils obtiennent facile- 
ment l’autorisation de s’absenter de la classe un demi-journée par semaine. Parmi 
eux, un tres grand nombre peut bénéficier d’une psychothérapie dont les résultats 
auront une portée s’étendant sur toute une vie. 

La nécessité n’en devient que plus urgente de former des psychothérapeutes 
d’enfants. Nous avons souligne, dans le compte-rendu de nos méthodes de travail, 
la précieuse collaboration d’auxiliaires, dont nous souhaiterions voir augmenter 
l'effectif. Une pitce d’observation, contigué 4 la salle de thérapie et aménagée 
spécialement pour voir et entendre sans etre vu ni entendu, permet aux futurs 
auxiliaires de se familiariser avec nos techniques. Ce cadre de psychothérapie 
collective semble le plus propice a la formation méthodologique et pratique de 
thérapeutes. Des réunions hebdomadaires de tout le personnel participant a ces 
activités maintiennent une vie de groupe centrée sur des intéréts et des problemes 
communs. 

Les sujets les plus doués parmi ces auxiliaires non médicaux, a la condition 
d’étre munis de connaissances théoriques adéquates et prémunis par une psychothé- 
rapie personnelle, deviendraient par la suite, sous le controle d’un psychiatre 
compétent en la mati¢re, les directeurs de nouveaux groupes thér rapeutiques d’en- 
fants et de parents. Stagiaires, internes, résidents et psychiatres trouveraient dans 
le méme milieu un centre d’ apprentissage pour les techniques collectives de psy- 
chothérapie analytique dont l’usage ne cessera de s’imposer avec les besoins crois- 
sants de la collectivité. 
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Note 
An English version of this paper will be published in a later issue of the Journal. 
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BILAN DES RESSOURCES PSYCHIATRIQUES POUR LES 
ENFANTS DE LANGUE FRANCAISE A MONTREAL 
Denis Lazure, M.D. 


Dans cette exposé, nous allons tenter de décrire les différents services psy- 
chiatriques offerts aux enfants de langue frangaise dans la région de Montréal et 
nous élaborerons en particulier sur les activités de notre Service de Psychiatrie a 
hopital Sainte-Justine. 

Le Service de Santé de la Cité de Montréal posséde une section d’Hygiéne 
Mentale qui maintient deux cliniques pour enfants, surtout vouées au dépistage. 
Ces cliniques emploient deux psychiatres et sept infirmiéres: celles-ci font l’en- 
quéte sociale et administrent les épreuves psychologiques. Pour l'année 1958, 
un total de 588 sujets s’échelonnant de la petite enfance a l’adolescence furent 
recus pour examens psychologiques et psychiatriques; les parents eurent aussi une 
entrevue avec le psychiatre. 

La moitié de ces enfants étaient des débiles mentaux avec ou sans troubles de 
la personnalité; 30° présentaient exclusivement des troubles de la personnalité et, 
enfin, 20°% furent considérés “normaux”. Seulement 92 enfants furent traités 
pour une courte période en psychothérapie; les autres, pour qui une thérapie plus 
prolongée était requise, étaient ordinairement référés 4 Sainte-Justine. 

Le Ministére Provincial de la Jeunesse et du Bien-Etre soutient la Clinique 
d’Aide a l’Enfance sont la tache principale est d’étudier certains des enfants et 
adolescents qui sont amenés devant la Cour du Bien-Etre Social. Une équipe de 
psychologues et de travailleurs sociaux accomplissent la majeure partie du travail: 
deux psychiatres sont disponibles, 4 temps partiel, pour consultation. 

Durant 1958, un total de 977 enfants furent examinés a la Clinique dont 20% 
par un psychiatre. Un traitement psychothérapique fut entrepris avec 370 sujets 
(enfants ou parents) dont 50 par un psychiatre. 

Cette Clinique, aussi bien que celles de la Cité, offrent leurs services gratuite- 
ment. 

Affilié a l'Institut de Psychologie de l'Universite de Montréal, le Centre 
d’Orientation est ouvert aux enfants et adultes pour diagnostic et traitement 
psychologiques: le personnel comprend surtout des psychologues et des travail- 
leurs sociaux bien que quelques psychiatres y soient attachés a titre de consultants. 
Un pensionnat pour /2 écoliers fait partie ‘du Centre: ces enfants, d’ intelligence 
normale mais dont le rendement scolaire est bloqué par des problémes émotifs, 
sont traités par des méthodes de ré-éducation. 

L’année derniére, le Centre examina un total de 430 enfants dont 25°% furent 
soumis a un traitement psychologique. 

Ce bref apergu serait bien eran, ray si nous ne faisions mention du grand 
nombre d’enfants de langue francaise (4 des patients) qui sont traités au départe- 
ment de Psychiatrie du Montreal Children’s Hospital; enfin, le Mental Hygiene 
Institute affilié 4 McGill, regoit un certain nombre d’enfants du milieu frangais. 

Passant maintenant a Sainte-Justine, disons un mot de l’hdpital lui-méme. 
Fondeé il y a plus de cinquante ans, ses nouvelles batisses ouvertes en 1957 abritent 
700 enfants et 1/60 adultes. Plus de la moitié des enfants hospitalisés sont des cas 
relevant de |’ Assistance Publique; cette proportion atteint prés de 75° dans notre 
Service interne de Psychiatrie. 


*Rapport présenté au Comité de psychiatrie infantile de l’Association canadienne de psychiatrie, Ottawa, 
le 4 juin 1959. 


(1) Directeur, Services de psychiatrie infantile, Hépital Ste-Justince (Montréal). 
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Les différents dispensaires de l’hopital traitent, en moyenne, 300 enfants par 
jour. L’enseignement universitaire est prodigué dans les services de Pédiatrie, 
Obstétrique et Psychiatrie. 

La psychiatrie de l’enfance, dans sa forme généralement acceptée aujourd’hui, 
ne fit son entrée a Sainte-Justine qu’en 1949 grace aux subventions fédérales- 
provinciales pour Hygiene Mentale. La Clinique externe, qui fut alors établie, 
dut malheureusement occuper des locaux fort éloignés de ’hopital d’ow il résulta 
un déplorable manque de coordination entre la Psychiatrie et les autres Services 
hospitaliers. 

Cette lacune fut comblée avec le déménagement récent (1957); c’est alors que 
fut aussi créé un Service interne de /2 lits, s’inspirant des principes de la psychiatrie 
dynamique. A la gloire de Sainte-Justine, ajoutons que ce Service fut le premier 
du genre au pays: un an plus tard, le Montreal Children’s Hospital organisait un 
Service semblable. 

Les consultations psychiatriques et psychologiques, dans les autres Services 
de l’hopital, forment la troisi¢me partie importante de notre travail; pour 1958, 
elles s’élévérent a 600. 

Personnel: 

Le personnel comprend des représentants de six disciplines: psychiatrie, 
psychologie, service social, nursing, thérapie-occupation et enseignement spécialisé. 

Le directeur et l’assistant-directeur, tous deux a temps complet, sont diplomés 
de l’American Association of Psychiatric Clinics for Children. 

L’assistant-directeur, le docteur Laurent Houde, agit comme responsable du 
Service interne. Deux autres psychiatres, dont un psychanalyste, travaillent a 
temps partiel a la Clinique externe. 

Nous comptons quatre psychologues et trois travailleuses sociales; l'Institut 
de Psychologie et l’Ecole de Service Social de luniversité de Montréal nous 
envoient aussi des stagiaires. 

Les infirmiéres psychiatriques (3), la thérapeute d’occupation et l’éducatrice 
spécialisée sont principalement affectées aux patients du Service interne. 
Clinique externe: 

Notre Clinique fonctionne a la fagon des “Child Guidance Clinics” des 
Etats-Unis, i.e. se servant du travail d’équipe, tant pour le diagnostic que pour le 
traitement. Généralement, les parents sont regus par I’assistante sociale alors 
que lenfant est vu par le psychiatre et le psychologue. 

Au cours de 1958, un total de 540 enfants furent examinés a la Clinique; la 
répartition, selon l’age, est la suivante: 

0O- 5 ans: 8% 

6 - 11 ans: 56% 

12 - 17 ans: 36% 
La plupart de ces enfants nous étaient référés par les divers dispensaires de Sainte- 
Justine; notre liste d’attente montre actuellement environ 300 noms—ce qui signifie 
que, pour un cas “pas trop urgent”, il peut s’écouler une année avant l’examen 
initial. 

Pour répondre aux besoins actuels, notre Service devrait compter, au moins, 
12 psychiatres 4 temps complet, ce qui est au-dessus du nombre total de psychiatres 
de langue frangaise pour enfants, dans la Province. Avec le nombre tres restreint 
de candidats aux études, il semble qu’il s’écoulera plusieurs années avant que les 
enfants de notre milieu puissent recevoir les soins psychiatriques auxquels ils ont 
droit. 

La pénurie de gens qualifiés dans notre spécialité rappelle l'état critique qu’ont 
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traversé d'autres spécialités, telles que: psychiatrie pour adultes, radiologie, 
pathologie, etc. ... €t pour qui certaines bourses spéciales avaient été créées par 
les autorités gouv weenementelns ou hospitali¢res. Une telle mesure d’ urgence 
s'impose en psychiatrie de l’enfance, d’autant plus qu'il est admis que les années 
de formation en ce domaine, aux Etats-Unis. sont beaucoup moins bien rémunérées 
qu’en psychiatrie pour adultes, par les “training centers”. 

Malgré la predominance marquée, en nombre, de l’élément frangais, Montréal 
compe quand méme deux fois plus de psychiatres pour enfants parmi nos confréres 
de langue anglaise. Il est vrai que les médecins de langue anglaise bénéficient 
depuis déja quelques années d'un programme d'études post-universitaires trés 
adéquat qui comprend, d’ailleurs, un excellent stage au Montreal Children’s Hos- 
pital pour ceux qui se destinent a la psychiatrie de l’enfance. 

Nous comptons bien, a Sainte-Justine, offrir une formation post-graduée, a 
partir de juillet 1960. 

I] est évident qu’avec le nombre effarant d’enfants qui nous sont envoyés pour 
traitement, il nous faut sélectionner ceux qui en ont le plus grand besoin mais qui, 
en méme temps, offrent des chances raisonnables d’en bénéficier. C'est pourquoi, 
de plus en plus, nous insistons avant d’entreprendre une psychotherapie de 
plusieurs mois pour que les parents viennent nous rencontrer: d’abord pour leur 
faire part de nos résultats d’examens mais aussi pour évaluer leur motivation et 
essayer de prédire jusqu’a quel point ils pourraient, au cours de leur contact 
hebdomadaire avec l’assistante sociale, modifier certaines de leurs attitudes que 
nous croyons nocives pour enfant. 

A ce sujet, il est bon de souligner aussi que nous exigeons de plus en plus la 
participation du pére, tant durant la période de diagnostic qu’au traitement: notre 
experience démontre que si les buts et les raisons d'une telle participation leur 
sont clairement exposés, les péres de nos patients peuvent, généralement, se 
présenter et semblent étre d’abord étonnés puis gratifiés de la juste importance 
qui leur est accordée. 

Par cette nouvelle politique, nous espérons réduire au minimum le nombre 
d’enfants qui, malgré un traitement prolongé, s'améliorent tres peu et bien souvent 
parce que le pére, consciemment ou inconsciemment, s’est acharné a saboter notre 
travail. 

Pour 1958, une psychothérapie de longue durée (moyenne de 6 mois) a été 
fournie 4 /67 enfants, 4 raison d’une séance par semaine. Avec notre personnel 
insuffisant, il est impossible de traiter plus de 70 enfants 4 la fois. 

Selon leur intérét et leurs aptitudes, nous avons encouragé nos psychologues 
€t nos assistantes sociales a prendre quelques enfants en thérapie: leur travail est 
controlé par un des psychiatres. 

Depuis deux ans, diverses méthodes de traitement de groupe ont été mise a 
essai: thér rapic “verbale” de type conventionnel avec adolescents, thérapie 

“d’activitités” et psychodrame analytique avec enfants de la période de latence. 

Il faut souligner ici l'expérience fort intéressante et encourageante que fait 
le docteur J. B. Boulanger depuis plus d’un an avec un groupe de jeunes ado- 
lescentes présentant des problemes névrotiques: les séances de ce groupe forment 
une véritable psychanalyse collective, tant par les principes sous-jacents que par 
la technique employee. 

Les résultats obtenus avec ces divers groupes nous incitent a étendre ce mode 
de thérapie a un plus grand nombre d’enfants: parallélement, nous avons !’intention 
de traiter aussi les parents en groupes. 

Toujours en rapport avec les patients non hospitalisés, nous espérons organiser, 
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au cours de |’année prochaine, un Service de Consultation au dispensaire de 
Pédiatrie: un psychiatre serait sur les lieux durant la matinée, disponible pour 
discussions avec le pédiatre. Ce travail de collaboration, en plus de fournir une 
attention psy chiatrique immédiate au malade, peut devenir une source précieuse 
d’enseignement réciproque et restreindre au minimum le nombre de cas référés a 
notre Clinique sans trop de discrimination! 

Service interne: 

Ce service n’est pas relié géographiquement a la Clinique externe: il occupe 
la majeure partie d’une aile (au 7e plancher) et est s¢paré des départements voisins 
par une porte fermée a clef. Notre expérience des premiers mois avec un “open 
ward” nous a vite convaincus que nos enfants-patients souffrant tous d'une 
déficience de controle intérieur avaient besoin d’un minimum de structure pour 
pouvoir bénéficier d’un milieu thérapeutique. 

Les locaux consistent en trois chambres a coucher spacieuses contenant quatre 
lits chacune, un vaste solarium servant de salle de jeux et de salle 4 manger, un 
atelier d’occupation-thérapie et une autre pi¢ce employée pour |’enseignement 
spécialisé ou pour des activités plutot paisibles, une grande salle de bain et enfin 
un bureau servant au personnel. Un large corridor qui parcourt le département 
se transforme facilement en terrain de jeux! 

Nous avons di récemment réduire le nombre de nos patients hospitalisés a 
six a Cause des autres exigences auxquelles doivent faire face les deux psychiatres 
du Service (consultations dans les autres Services et a notre Clinique externe) et 
aussi par suite de la rareté du personnel infirmier compétent. D’autre part, un 
bon nombre des enfants qui nous sont référés pour hospitalisation, pourraient étre 
étudiés aussi bien a l’intérieur d’un Centre de Traitement diurne; des groupes 
restreints viendraient passer quelques heures dans le département, plusieurs fois 
par semaine, tant pour observation que pour thérapie. 

Cette formule connue chez les anglais sous le nom de “Day Treatment Center” 
s'est avérée efficace et Economique pour les patients adultes et nous comptons en 
faire l'expérience des l’automne prochain. Nos patients seront d’abord recrutés 
parmi les enfants d’age pré-scolaire présentant des troubles graves du comporte- 
ment ou de la personnalité ou des arréts sérieux du développement psychique. 

La limite d’age supérieure au Service interne est de 12 ans; durant la premiere 
année, nous avions admis adolescents et adolescentes mais nous sommes persuadés 
que ces patients doivent étre traités dans un milieu tout-a-fait adapté aux probléemes 
difficiles de cette période. 

Rappelons que le but premier de ce Service est l'étude diagnostique de cas 
particulierement complexes; la durée moyenne d’ hospitalisation est de cing 
semaines. A l'occasion, nous gardons durant plusieurs mois certains enfants pour 
qui la thérapie ne sera efficace que dans ce milieu. 

Dés son entrée a l’hopital, enfant est assigné a un psychiatre et un psycho- 
logue qui le verront quotidiennement;, une travailleuse sociale recevra les parents 
en entrevue a chaque semaine et cette €quipe recontrera les parents au moment du 
départ de l'enfant pour leur faire part des résultats et des recommandations. 

Le personnel infirmier constitue l’élément de continuité dans la vie quotidienne 
de l'enfant; a certaines périodes du jour, les enfants, en petits groupes ou indivi- 
duellement, sont confiés a la thérapeute d’occupation et a l’éducatrice spécialisée. 
Le psychiatre en charge du Service préside a de fréquentes réunions avec tout le 
personnel durant lesquelles les problemes spécifiques de chaque patient sont 
discutés; ces réunions servent a constamment reviser les attitudes du personnel en 
visant a créer ce qu’on est convenu d’appeler le “milieu thérapeutique”. 
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Durant 1958, le Service a fonctionné durant dix mois et a regu 89 enfants, 55 
garcons et 34 filles. La pathologie présentée se répartit ainsi: 


— réaction psychotique: 14 

— réaction psychonévrotique: 28 

— névrose caractérielle: 26 

— arriération mentale: 16 

_ syndrome organique: 5 

Selon l'age: O- 5 ans: 15 
6-12 ans: 74 


A leur sortie de hopital, la plupart des enfants deviennent des patients de 
notre Clinique externe. 

Il est facilement admis de nos jours que Vhospitalisation comportant une 
séparation trop prolongée de l'enfant d’avec ses parents peut avoir des effets 
désastreux (hospitalisme) chez celui-la: on parle moins cependant des cas ott une 
telle séparation, de quelques semaines, peut apporter des résultats trés positifs, 
tant pour l'enfant que pour ses parents. Nous avons eu de tels résultats avec des 
patients souffrant d’une dépendance excessive envers la mére ou affichant un 
négativisme obstiné ou encore présentant des épisodes hystériques qui désemparent 
totalement leur entourage. 

De tous les cas vus dans notre Service interne depuis deux ans, les amélio- 
rations les plus encourageantes furent obtenues avec: 

les enfants d’age pré-scolaire avec réactions d’autisme d’origine récente; 

b) les enfants plus vieux présentant des états aigus d’angoisse, du type névro- 

tique ou pre- psychotique. 

Comme il faillait s’y attendre, les “caractériels” ont mal répondu aux tentatives 
du traitement; cependant, leur hospitalisation a souvent servi a faire un bilan plus 
réaliste de leurs problemes et de leur potentiel psychique — chose tres utile aux 
Agences Sociales chargées de voir au placement approprié de ces enfants. 
Consultations dans les autres services 

De tous les autres Services internes de l’hdpital, nous recevons, par mois, 
environ /0 demandes. pour examen psy chiatrique et 50 pour tests psy chologiques. 
Plusieurs facteurs peuvent expliquer cet écart: les médecins de lhopital recon- 
naissent le nombre insuffisant de psychiatres — la moitié des réquisitions pour tests 
psy eg oa sont pour des enfants clairement d’intelligence débile pour qui 
un Q. I. doit étre obtenu avant le placement — il existe encore, chez bien des 
pédiatres, une certaine confusion quant aux services respectifs que peuvent rendre 
le psychiatre et le psychologue. 

Mais a part ces facteurs, nous croyons que les pédiatres de langue frangaise, 
plus que leurs collegues le langue anglaise, offrent une certaine résistance quand 
il s’agit de référer un enfant au psy chiatre. II] leur semble plus facile de croire 
que puisqu’il s’agit d’un étre si jeune, ses perturbations psychiques ne peuvent 
étre bien graves (fort justes pour certains cas, d’ailleurs) et qu’elles devraient 
rentrer dans l’ordre avec quelques conseils, réprimandes ou . . . pilules! Et puis, 
lequel d’entre nous ne se sent pas, au fond, convaincu de la valeur de ses propres 
principes pédagogiques. 

Il y a aussi un sentiment de possession, d’attachment que ——e le pédiatre 
envers son jeune patient et “lintrusion” d’un psychiatre devient facilement mena- 


gante a tel point que si les troubles émotionnels de l'enfant deviennent trop alar- 
mants pour le pédiatre, il recourra souvent au compromis qui consiste a diriger 
le malade chez un psychologue ou un “orienteur”, plut6t que de risquer la 
“compétition” du psychiatre! 
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D’ailleurs, pour les parents (qu’on est souvent trop porté a vouloir satisfaire 
a tout prix) une telle démarche sera beaucoup mieux vue que la visite au psychiatre. 

Pour illustrer cette distance entre le pédiatre et le psychiatre, je citerai le cas 
dun enfant de douze ans hospitalis¢ durant plus de trois mois en Médecine, alité 
et souffrant d’une parapleégie mystifiante pour tous les spécialistes qui passerent a 
son chevet. Et quand, enfin, en désespoir de cause, le psychiatre fut appele, il se 
vit en face d’un cas classique d’hystérie de conversion qui, en deux jours, répondit 
parfaitement a une technique psycho-thérapeutique. 

Enseignement 

Depuis un an seulement, nous procurons aux étudiants en Médecine (3e 
année) l’enseignement clinique de la psychiatrie infantile: un total de 18 heures 
durant une periode d'un mois. Avant leur stage dans le Service, ils ont regu a 
Université quatre conférences sur la psychopathologie de l'enfant. 

Durant la premiére période de la matinée, un bref exposé d’un syndrome 
courant est donné au groupe (12) par le psychiatre. Chaque étudiant examine 
ensuite un malade durant une heure — au besoin, avec l'aide du psychiatre — et 
de retour en groupe, un étudiant présente son cas, qui aura été choisi pour 
démontrer le syndrome décrit au début: le clinicien encourage alors une discus- 
sion, un échange de vue entre les étudiants et lui-méme. 

L’interne junior qui fait un séjour de deux mois dans le Service, voit aux 
soins médicaux mineurs — rencontre les parents de l’enfant a l’admission — est 
guide par le psychiatre 4 aiguiser son sens de l’observation du comportement, du 
caractere de l'enfant — ap prend a devenir conscient des implications psycho- 
logiques de la relation meédecin- malade. 

Il accompagne le psychiatre lors des consultations aux autres Services et 
observe celui-ci, soit dans la méme piéce ou a travers un miroir a voie unique 
pendant que ce dernier procede a une entrevue de diagnostic ou de thérapie avec 
l'enfant. 

Deux fois la semaine, tout le Personnel des Services externe et interne se 
réunissent pour discuter un cas présenté par un des psychiatres, les étudiants y 
assistent et nous invitons, a l'occasion, le personnel médical de ’hopital intéressé a 
enfant présente. 

Conclusion 

Si l’on tient compte qu'il y a moins de deux ans le Personnel du Departement 
de Psychiatre a Sainte- Justine se limitait 4 un psychiatre, un psychologue et une 
travailleuse sociale et que les activités du Département étaient circonscrites a la 
Clinique externe, il y a lieu de se réjouir de lessor important qu’a pris cette 
spécialité au sein de ‘Thopital. 

Ce progres ne s’est pas réalisé sans avoir eu a faire face a de multiples proble- 
mes: rareté du personnel qualifié et difficulté 4 enrdler ce personnel par suite de 
saleires inadéquats — la forte tension psy chologique aussi bien que la frustration 
que provoque dans nos rangs une liste d’attente a la progression géometrique. 

Il ne fait pas de toute que l’enfance a été jusqu’a récemment un secteur neglige 
par la psychiatrie canadienne- frangaise et que les enfants de notre milieu aussi bien 
que leurs parents sont encore injustement privée de soins psychiatriques diligents 
et compétents. Et nous continuerons de faillir lamentablement dans nos efforts 
pour prévenir les désordres mentaux chez l'adulte tant que la profession, les 
hopitaux, les corps publics et les gouvernements n’auront pas compris lrurgente 
nécessité d’encourager la formation de psychiatres pour enfants. 


Norte 
An English version of this paper will be published in a later issue of the Journal. 
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Book Keutew 


The Moon is Full. By Aileen Adair, Published by Wingate, London, 1957. 

Price 12/6. 

Autobiographies of psychiatrists, particularly young females of the species, 
are of so infrequent occurrence that it would be both churlish and imprudent to 
ignore such rarities. The writer of such a book undertakes a formidable task 
and should surely ask him, or herself a direct question at the start, “For whom is 
this book written and what does it try to impart? ” One might suppose too that 
the publisher would ask the same question. Autobiography achieves its impact 
by self revelation. This may be direct, so direct that it holds the reader by the 
sheer magic of sustained exhibitionism. Indirect self revelation can be as deeply 
rev ealing for it swathes the author in his actions rather than stripping him to his 
motives and hopes. Self revelation then is what one can demand of an auto- 
biography. There is, of course, no reason w hy an exposition on life in mental 
hospitals should be autobiographical and indeed there is every reason why 
popularizations of psychiatric ideas should not be, except perhaps when some 
Nestor of our craft gives a long last look into the changes that have occurred 
during his lifetime. 

Dr. Aileen Adair is in her mid-thirties so she should surely avoid any attempt 
at autobiographical popularization. That she has tried this is by far the weakest 
part of her book. It says much for the lively personality w hich emerges from 
its pages that one continues to read it after her extremely unsound and mislead- 
ing remarks about such widely removed topics as schizophrenia and mongolianism. 
It is just not true that catatonic schizophrenia of a stuporous sort is the “most 
general type”, whatever that may mean. It is not true that catatonics often maim 
and kill those around them. It is equally untrue that mongolianism is the most 
common form of mental deficiency. One might suppose from statements of this 
sort that Dr. Adair is a fraud and this has been ghost w ritten. But there are 
many pages which ring extremely true and Dr. Adair seems to be humane and 
sensible, to be acutely aware of the sort of shortcomings in hospitals which harm 
patients. She is a keen observer and communicates the feeling of a badly run 
hospital very well indeed. 

he fault of this book, | suspect, lies in planning and possibly as much with 
the publisher as with anyone else, who should surely have insisted that her 
strange concoction be better organized, and should have deterred her from 
attempting to write three books ‘inside the cover of one, particularly avoiding 
popularization of esoteric scientific ideas which is one of the hardest arts. 

Yet much of this book is very readable. Any psychiatrist who is contem- 
plating an essay in autobiography, or in popularization for that matter, would do 
very well to study this interesting failure. As for Dr. Adair, it would not sur- 
prise me if one day she wrote an excellent mental hospital novel: if she would 
scrap those tiresome and often inaccurate medical asides and continue to appeal 
to her readers’ hearts worrying less about their heads. 


The Physiology and Pathology of the Cerebellum. By Dow and Moruzzi, 1958, 
PP. 675: Price $13.75. The University of Minnesota Press, Minneapolis. 


The precise role which subcortical mechanisms play in the innervation of 
tonic and phase motor activity has been difficult to establish, because their con- 























July, 1959 BOOK REVIEWS 183 


cern is not with the initiation but with the regulation of on-going motor events. 
The pre-eminent part which the cerebellum serves in these reactions has been 
comprehensively dealt with by the authors’ They have given a complete account 
of all the relevant experimental data that have been gathered from Rolando’s up 
to our own time. Their extended electro-phy siological investigations have con- 
tributed greatly to our knowledge of cerebellar function. They have provided 
on a broad phy siological basis a ‘sound conceptual framework for the study and 
evaluation of Cerebellar disorders in man. 

The scope of this book is such that it critically reviews the long history of 
cerebellar physiology, and analyzes from a comparative point of view the un- 
folding complexity of its functional organization. It brings us up to date by its 
lucid presentation of the relatively recent stimulation and bio-electric studies, and 
points out the manner in w hich in the phylogenetic ascent a corresponding 
diversification of cerebellar function deevloped. 

Classical neurophysiology had already shown that the cerebellum was not a 
functionally homeogeneous structure. Ablation experiments demonstrated that 
the selachian cerebellum shows already a clear-cut distinction between the corpus 
cerebelli, connected with the spino- -cerebellar and olivo-cerebellar pathways, and 
the auriculae connected with the vestibular apparatus. Ablation studies ‘clearly 
demonstrated a shift of emphasis of cerebellar influence in various species, w hich 
reflects the greater functional differentiation of motor integrations. Thus the 
avian cerebellum is predominantly concerned with the regulation of spinal and 
brain-stem mechanisms. In the dog and cat, cerebellar control is exerted more 
or less equally upon spino- brainstem and cerebro-cortical mechanisms. In the 
primates, in line with the progressive encephalization of nervous steering, the 
spino- brainstem mechanisms are subordinated to cerebral dominance, and the 
cerebellum is mainly concerned with the regulation of ordinary movements. 

The bio-electrical methods of investigation have been especially fruitful 
in establishing the functional anatomy of the afferent and efferent projections of 
the covbelbans. They have shown that the cerebellum receives not only pro- 
prioceptive volleys, but is impinged upon also by tactile, visual, auditory and 
visceral snpeie. Quite recently it has been demonstrated that afferent volleys 
arising from the overstretched receptor organs of the intrafusal muscle spindles 
project on to the cerebellar anterior lobe and thus exert a peripheral effect on 
the cerebellar firing of the gamma fibers. The cerebellifugal impulses do not 
extend only to the postural centres of the brain-stem and motor cortex, but 
project also upon cerebral areas not directly related to motor function, as well 
as upon several somatic and autonomic structures of the diencephalon and 
brain-stem. 

Stimulation experiments and bio-electrical recordings have been accountable 
for the demonstration that the cerebellum is not concerned exclusively with 
exerting a strengthening influence on muscle tonus. Its main role is to be seen 
in the precise regulation of motor activity. To this end the mechanisms of 
facilitation and inhibition are employed not in a fixed, stereotyped manner, but 
in finely flexible adjustments to the constantly varying demands of motor activity. 
The intensity and continuity of this control exerted by the cerebellum are 
determined by the spatial and temporal patterns of incoming signals. These 
studies further suggest that similar reciprocal effects, though less predominant, 
are probably exerted on sensory and autonomic functions. 
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In their comprehensive book, the authors point out the gaps in our know- 
ledge of cerebellar function, as they relate especially to the intrinsic aspects of 
organization of cerebellar activity. These refer to the analysis and elaboration 
of the afferent input and the manner in which the resultant efferent streams of 
impulses are distributed in measured patterns suited to the adaptive needs of the 
total organism. 

The CLINICAL SYMPTOMATOLOGY OF CEREBELLAR DISORDERS 
is treated in an equally comprehensive and thorough fashion. With careful 
reasoning, the essential principles of disordered function are determined. The 
patho- phy siological relations are clearly stated and seen as the primary concern 
in the understanding of cerebellar disturbance. This emphasis seems to be rightly 
placed, as in cerebellar distorders etiological factors are usually less complex in 
the genesis of the clinical sy mptomatology than in many other diseases, notably 
so in the psychiatric field. 

This book is of outstanding value. It embodies the well-reasoned analysis 
of the Physiology and Pathology of the Cerebellum in a manner not to be found 
in any other treatise of this subject matter, W. P. Ester 


“The Integration of Behaviour, Volume 3 — The Reintegrative Process in 
a Psychoanalytic Treatment”, by Thomas M. French, M.D., University of 
Chicago Press, Chicago 37, 1958. 

This is the third volume of “The Integration of Behaviour”, which is ex- 
pected to run to five volumes. In it the author applies the principles dev eloped 
in the first two volumes in “an attempt to improve our understanding of just 
what happens in the day-to-day and month-to-month course of a psy choanaly tic 
treatment”. The emphasis is mainly on ego psychology, partly on the defensive 
functions of the ego, but, as the title implies, consider able thought is given to the 
ego’s capacity to reorganize along new lines. This latter process is conceived 
of as the resumption of the ability to learn which was interrupted by some 
“trauma”. ‘Treatment consists of making it possible through reexperiencing for 
this learning process to go forward anew. The notion of “hope” is given prom- 
inence as a motivating force, and the idea of “insight” is re-defined. The mech- 
anisms of reintegration are discussed. These factors are illustrated by reference 
to a detailed account of the first two years of the psychoanalytic treatment of 
one patient. 

This book reflects the author's skill and ripe experience. The traditional 
psy choanalytic method of rooting the theoretical formulations and interpretations 
in the clinical material has never been better nor more painstakingly demon- 
strated. This technique allows the reader to follow step by step the author’s 
point of view, and to appreciate much that is fresh in his approach. The book is 
no mere resumé of the literature, and if this is one of its strengths it is also one 
of its weaknesses. It is not clear for what readers it is primarily intended. 
Non- psychoanaly sts may find it too rich in psychoanalytic lore. On the other 
hand many psy choanaly sts will be disappointed because of terminology that is 
often borrowed and procrustean, because some familiar psychoanalytic concepts 
are missing, and because the instincts and their derivatives are relativ ely neglected 
thereby making a pale creature of “conflict”. 

The integration of personality demands the integration of ways of studying 
personality. The author’s attempt will not satisfy everyone, but it is one of 
the best to date. R.C.A.H. 
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The Mark. By Charles E. Isreal, Published by MacMillan’s, 1958, Toronto. Price 
$3.95. ; 

Mr. Israel is a professional writer who has taken a psychiatric problem as his 
theme for this novel. His book can therefore be approached in two w ays, as a 
work of art and as a technical document. While the latter approach is hardly 
fair, it is almost inevitable that it will be used at least to some extent when a book 
of this sort is being reviewed in a psychiatric journal. 

Mr. Israel attempts to convey the predicament of a man probated from San 
Quentin after five years psy chiatric treatment for sexually assaulting a nine year 
old girl. It is not ‘enough that he should give us simply a case history because 
that would not make a novel, he must do more than simply inform us about his 
hero, James Fuller, alias James Fontaine, he must make us feel for him. How- 
ever, if his novel is to be true he must also allow the reader to understand 
clearly Mr. Fuller’s problem. 

The device which Mr. Israel uses is the carefully placed and selected flash- 
back which he aligns with some immediate situation. One suspects that his 
familiarity with radio and T.V. has made him particularly adroit and aware of 
timing. This plotting aspect of the book is very well done and the dialogue has 
that same brisk quality which those who rarely hear what they write spoken 
often miss. But there are alw ays other traps for a writer to fall into and skilled 
though he is, Mr. Israel cannot ‘avoid all of them. At times The Mark develops 
a clinical flavor w hich, though it can be excused, does not in my view add any- 
thing to the book. For instance, in a case report remarks such as, “being afraid 
that dependency might develop between them”, may be an economical w ay of 
describing someone’s difficulty. But is this necessary in a novel? Must the 
novelist be explicit in these matters? Can he not imply a fear of dependency 
much more effectively? This explicitness leads Mr. Israel into repetitious over- 
writing which at times slows his narrative. Observations like “She wasn’t terribly 
bright — but she was by no means stupid” may have some function as a hint to 
a director about a character in a T.V. script but they are not at all commendable 
in a novel. 

However, if one overlooks the psychiatric lingo, which may be becoming 
as necessary a part of the furniture of a modern story of conflict as loss of faith 
of phy sical ill health used to be in Victorian ones, is this a good story? — Un- 
equivocally, yes. 

Mr. Israel knows how to tell a story well. He had me longing to take a peak 
at the last few pages to see if the hero weathers the disasters which befall him 
or not. These disasters are all the worse for being both sordid and credible. 

This is a book one can commend for its honesty and for its art. However, 
I hope that in future books Mr. Israel will remember the inevitable difficulties 
of changing from one medium to another and eschew “case record” clichés 
which have no place in a novel — but luckily this one was not seriously impeded 
by them. It might have been but it is such a good story that it comes through 


and makes THE MARK a book that isn’t easy to put down. 


H. Osmonp, Weyburn 
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EVALUATION OF RESERPINE IN THREE DIFFERENT 
GRADES OF DISTRESS IN PSYCHIATRIC PATIENTS 


Dr. IsAAK TISCHLER' 


This paper is a report of observations on 100 selected patients at the 
Provincial Mental Hospital, Essondale, and Crease Clinic of Psychological 
Medicine, given Reserpine,* and a control group given placebo. The study 
was done from April, 1955, to January 1957. Object of the investigation was to 
determine by clinical observation the effect of reserpine alkaloid on observable 
and recordable signs of distress in psychiatric patients. Patients were selected 
at random as regards dynamic and psychiatric diagnosis as long as they exhibited 
signs of distress, except that organically impaired patients were excluded. These 
patients were graded I, II and III, according to the severity of their distress 
irrespective of ‘diagnosis. It was felt that grades of distress as a dimension of 
clinical status would be a useful w ay of evaluating this drug rather than in the 
usual terms of formal diagnostic categories. 

Method of Study 

One hundred patients were selected from the many different services in 
this hospital. Of these 73 had received insulin coma and or electroconvulsive 
therapy, or somnolent insulin, and 3 patients had undergone psychosurgery. 
Some of the patients were also tried on Chlorpromazine prior to the project. 
There were 57 males, ages from 10 to 70, and 36 females, ages from 18 to 48. 
hese patients had been ill for periods varying from 2 months to 20 years. 
(See Table I). Before patients were placed on the drugs all therapies, including 
h.s. sedative, were cancelled. All the patients were interviewed before institut- 
ing therapy routinely once a week and frequently during the project. Judg- 
ment of progress was made clinically by the investigator acting not only on his 
own observations but also on those reported to him: by other w ard personnel. 

While under the influence of the drugs the patients could participate in all 
routine activities such as recreational and occupational therapy except when 
side effects necessitated isolation and bed rest. Group psychotherapy and in- 
dividual therapy in some patients were permitted. Blood pressure was taken 
q. +h. the first day, b.i.d. the first week and q-a.m. daily thereafter. 

Pre-treatment and periodic evaluations: The investigator underlined the 
signs present on charts provided and graded the patients accordingly. Results 
were recorded opposite the presenting signs weekly as follows: —Much increased, 
increased, unchanged, reduced, much reduced and absent. The inv estigator also 
wrote a short note outlining any change not covered by the check list. Daily 
nurses’ notes were checked twice weekly and were incorporated in the overall 
picture. (See Tables Il, Ill, and IV). 

Evaluation of Distress 

Ratings of distress were based on the following indices: 

Grape I—Sufficient decompensation of adjustment mechanisms to warrant hos- 
pitalization. 

Autonomic—vasomotor signs — cold clammy extremities, flushing, paling; 
hypernea; t tachycardia, extrasystoles, elevated systolic B.P.; pupillary dilation; 
gastric distress, diarrhea; urgency, frequency. 

Motor—muscle tension, tremors, inability to sit or lie relaxed, slight general 
increase psychomotor activity — mild restlessness, frequent shifting of position, 


5 


1Assistant Clinical Director Prov. Mental Health Service, Essondale, B.C. 
*Supplied as “Serpasil”’ courtesy of Ciba Co. 
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TABLE I: TREATED AND UNTREATED PATIENTS PRIOR TO THE PROJECT 


TREATED UNTREATED 
Reserpine Placebo Total Reserpine Placebo T otal 
49 24 73 11 9 20 


clasping and wringing hands, shuffling feet, occasional restless walking, moderate 
night wakefulness. 

Affective—mild to moderate anxiousness, agitation, apprehension, irritability 
and secondary depression. 

Subjective—anorexia, difficulty sleeping, expressed feelings of stress or 
distress. 

Grape II—Decompensated even under hospitalization. 

Autonomic—signs as in Grade I. 

Motor—motor “restlessness — frequent or continual pacing, inability to stay 
with O.T. task, ward avocations, as reading, playing cards, knitting, by reason 
of oo and distractibility, frequent night restlessness. 

A ffective—irritability easily provoked, flashes of temper, moderately severe 
anxiousness, apprehension, agitation; importunity, mild but inappropriate elevation 
of mood, mild or moderate depression. 

Grape IIl—Complete adjustive decompensation; loss of control; socially un- 
assimilable. 

Autonomic—signs as in Grades I and IL. 


TABLE II: Distress GrapE I — 58 PaTIENTs (35 Reserpine & 23 Placebo) 


Reserpine Placebo 
Symptoms 


Impr. | Unch. | Impr. Unch. 











Autonomic Flushing ee 4 2 0 4 
Signs Tachycardia . 6 2 5 3 
Elevated systolic blood pressure. 8 1 0 0 

Gastric distress. . . ens ee 12 0 10 0 

Urgency, frequency y. 4 0 2 1 

Affective Mild or moderate anxiousness. 16 3 10 5 
Signs Cos aitialn wien aie wa 20 4 9 1 
Mild apprehension................ 6 4 6 4 

Mild irritability Se eee : 23 4 16 7 

Mild depression . 6 1 6 3 

Motor Muscle tension... bdo saeche wien 16 5 13 2 
Signs Muscle tremors......... pan : 13 6 14 7 
Can't sit or relax. . ee ae 20 9 18 7 

Mild motor restlessness........... 22 4 3 4 

Frequent shifting positions. ....... 13 2 12 2 

i 4. eee 6 1 3 1 

Occasional restless walking RRR roe 14 2 11 0 

Moderate night wakefulness. Pe acai 14 1 5 4 

Subjective Auunale. Fre aba ee eres 8 1 1 2 
Symptoms Trouble sleeping... .. ri Me. 20 3 10 3 
Expressing feeling of stress. aia 16 9 15 10 


Impr. — Improv ~ . 


Unch. — Unchanged. 
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TABLE III: DisTRESS GRADE il —_ 27 PATIENTS (20 Reserpine « 7 Placebo) — 





Reserpine | Placebo 





Symptoms 


Impr. | Unch. Impr. Unch. 








Autonomic ” Flashing. Bed aa ahalahcdh a casa he mie at I 3 0 2 | 1 
Signs Be ee eee ee 2 Se i 2 | 1 
| Elevated systolic blood pressure... ... 1 0 | i | oO 
Gastric distress...............ee0008: 2 0 i | 0 
_ Urgency, frequency PR er eT 2 0 0 | 0 
Affective | Irritability...............00c0eeeeee- | it 2/6] 1 
Signs Flashes of temper...............-+++ 6 . } ef Ss 
Moderate or severe anxiousness....... 8 2 Ss i @ 
Moderate or severe apprehension...... 4 1 3 | 1 
Moderate or severe agitation.......... 12 2 | S i @ 
Importunity . Sana orsed 5 o }; 3 | 2 
Inappropriate elevated mood. pears 12 1 | 5 3 
Moderate or mild depression. . 4 0 ; 2 | 2 
Motor Frequent continuous pacing...... ned 11 1 4 3 
Signs Distractibility, restlessness......... 2 4 3 
Frequent night restlessness........... 9 0 3 | 2 

Impr. — Improved. 


Unch. Unchanged. 


Motor—motor restlessness, greater than Grade II — useless continual inter- 
fering, aggressive or combative behaviour, inability to apply self to any occupa- 
tion by reason of motor activity and distractibility; destructive; night wandering. 

A ffective—uncertain, hair- trigger irritability, rages, tantrums, extreme 


anxiousness or panic, elation or ecstasy. 


Dosage and Administration of the Drug 

In our study medication was started with parenteral and oral use of reserpine 
or identical placebo (the placebo tablet and y's were identical in appearance 
to the active tablet). The ampules contained 2.5 mg. of preparation per c.c. 
and tablets 0.5 mg. Gradually we evolved the following g general dosage plan 
which later was modified to’ meet individual requirements. (See Table V). 
[his dosage schedule was used in the early months of the study. Later dosage 
was increased sometimes to toxic levels then lowered to a maintenance dose. 
The daily dose ranged from 2 mg. P.O. and 5 mg. I.M., to 10 mg. P.O. and 
30 mg. I. 'M. The maintenance dose was between 6 and 8 mg. orally. 

The allocating of drug or placebo was done by the hospital pharmacist. 
The investigator was not aware which the patient was receiving. The in- 
vestigator could change the preparation as he saw fit. From time to time the 
preparation was also changed by the pharmacist without the investigator’s 
knowledge. 

We revised our dosage as we went along. If patients did not show beneficial 
response the dosage was increased sometimes to toxic levels and complications 
treated accordingly. In case of improvement a maintenance dose was established 
with oral medication only. Some cases required decrease in dosage or use of 
methyl-phenidyl acetate (Ritalin) to combat depressive features. 

We chose the combined parenteral-oral dosage schedule, firstly because it 
appears to be a more intensive therapy where results could be seen earlier, and 
secondly it was reported by Hollister (2) and his group that the frequency 
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TaBLE IV: Distress Grape III — 8 Patients (5 Reserpine & 3 Finethe) 


Reserpine Placebo 
Symptoms 





_Impr. | Unch. | Impr. | Unch. 











Autonomic Flushing. PEE eee Poe re 1 0 1 0 
Signs pT eee ee mee ts 1 0 1 0 
Elevated sy stolic blood pressure. 1 0 2 0 

Gastric distress................. 0 0 0 0 

Urgency, frequency............ wit 0 0 0 0 

Affective Uncertain irritability. .... 3 0 es t+ @ 
Signs Ng a a oe 2 0 a ae 
Extreme anxiety or panic........... 2 0 1 0 

Elation or ecstasy. . 1 0 0 0 

Motor Useless continuous interfering. . 4 0 2 0 
Signs Aggressive combative behaviour 2 0 2 0 
Inability to apply self to any occasion. 1 1 2 1 

Destructive. . Santen 0 0 0 0 

Night wandering. .. 0 0 2 0 


Impr. — Improved. 
Unch. — Unchanged. 


with which improvement occurred was greater in patients who received the 
combined therapy. 

The indication for therapy was always the same for both groups. From 
the original placebo group 27 patients were switched to reserpine and from the 
reserpine group 6 were switched to placebo, so that 60 patients received reser- 
pine for a minimum time of 4 weeks. 33 patients were treated on placebo 
(on the same 4 week basis). All of the patients of this study received medication 
from 4 to 8 weeks with the exception of 7 patients who received medication 
for 1 week only. This latter group were discarded from evaluation because 
of short term therapy (between 3 to 8 days), after which their discharge was 
arranged by the referring doctor. However, they were kept on an administra- 
tive basis and are included as far as symptoms and side effects are concerned. 
(See Table VI). The majority of changes to the opposite medication were 
made between 3 and 5 weeks of medication. 

The main symptoms in Distress — Grade I — were irritability in 50 patients, 
can not sit or relax in 54 patients, extreme feelings of stress in 50 patients, agita- 
tion in 34 patients, tremors in 40 patients, frequent shifting position in 29 
patients, restless walking in 27 patients, trouble sleeping in 36 patients, depression 


TABLE V: DosAGE 











FEMALE | MALE 
| 
Days P.O. | I.M. P.O. | I.M. 
1-3 1 mg. 2 mg. 1 mg. | 2,5 mg 
4-7 | 2 mg. | daily ae 2 mg. | daily | 5,0 mg. 
dose dose 
8-10 3 mg. 6 mg. 3 mg, 7.5 mg. 


11-14 4 mg. 8 mg. 4 mg. } 10.0 mg. 
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TABLE VI: EVALUATION OF PATIENTS 


Grade I “ 
Grade 11 . —— = cana 
a—_: seein 
Total = on — 


in 16 patients, gastric distress in 22 patients, apprehension in 20 patients, anorexia 
in 12 patients. 

The main symptoms in Distress — Grade II — were agitation in 24 patients, 
pacing in 19 patients, distractibility and restlessness in 22 patients, “inappropriate 
mood” in 21 patients, severe anxiety in 15 patients, irritability easily provoked in 
20 patients. 

The main symptoms in Distress — Grade III] — were uncertainty and ir- 
ritability in 5 patients, aggressive behaviour in 4 patients, “continuous inter- 
fering” in 6 patients. 

Clinical Evaluation of the Drug in 3 Grades of Distress 

The results of sy mptomatic improvement are shown on Tables IV, V and 
VI. There is a definitely higher percentage of improvement in the reserpine 
group, especially in Distress Grades I and II, whereas in Distress Grade III the 
results are approximately the same in both groups. 


Psychological Tests 

Those patients capable of being tested were examined by a psy chologist. 

Intelligence Scores—49 patients co- operated i in a complete Wechsler Bellevue 
Intelligence and Bender Gestalt scores*. These patients were each tested twice 
prior to the project and once while off medication. 

The Wechsler Bellevue scores were evaluated as follows:—A change of 5 
or more weighted score points is considered a significant deviation. An arbitrary 
decision of 5 was made as this allows for a gain of one point in each of the sub- 
test scores. 

Group I—21 patients (11 reserpine and 10 placebo) shows a significant 

improvement. 


Group II—22 patients (15 reserpine and 7 placebo) shows no significant 
change. 


Group III—3 patients (2 placebo and 1 reserpine) shows a significant loss in 
total score. 


In 3 patients it was not possible to get enough co-operation to obtain any 
Wechsler scores on either pre- or post-interview. (See Table VII). 
Results of Combined Tests in % 
(See Table IX). 


*Wechsler Bellevue and Bender Gestalt scores were assigned as follows: 
WECHSLER BELLEVUE SCORES 


O represents a change of less than 5 points for the patients in Group II only 
+ represents a gain of 10 points or more. 
++ represents a gain of 15 points or more. 
+ +4 represents a gain of 20 points or more. 


represents a loss of 15 points or more. 
represents a change between 5 and 10 points for the worse. 
BENDER GESTALT SCORES 

A meaningful change’ in score is defined as a change of at least 8 weighted score points. This is an 
arbitrary choice based on the fact that the most marked deviations are assigned scores of 8 points. 
(See Table VIII). 

From the last 19 patients 6 (5 reserpine and 1 placebo) were unable to produce the designs well 
enough on either testing to have a score calculated. 
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TABLE VII: WECHSLER BELLEVUE SCORES 


No. Pts. 0 + ++ +++ -- - 
Reserpine group 29 17 9 2 0 1 0 
Placebo group 20 8 7 2 1 0 2 


Electroencephalography 

Two E.E.G.’s were obtained from 41 patients of this group. The first 
record was made prior to medication. The second was made within 24 to 48 
hours after termination of the drug. There was no significant change in the 
number of normal and abnormal records on retesting either on placebo or 
reserpine. However, on reserpine there was some tendency towards improve- 
ment. One E.E.G. record had to be discarded as insufficient due to poor co- 
operation in the part of the patient. 

A limited group of patients also had capillary (nailbeds) microscopic ob- 
servations done by the Department of Neurological Research at the University 
of British Columbia to see the correlation with the clinical findings. 

Capillaroscopy has been used in establishing a normal morphological pattern 
of the capillary structure as seen at the base of the fingernail. The present study 
was a co-ordinated longitudinal experiment on acute and chronic patients. A 
sample of 20 were placed on reserpine and photomicrographs were taken pre- 
and post-treatment. A sample of 4 were placed on placebo and also observed 
photomicrographically pre- and post-therapy. The grades of distress and 
clinical results following reserpine and placebo on patients who had the nailbed 
studies were correlated with the laboratory finding designated in a similar fashion. 
The computed correlation for the reserpine group of 0.342 was not significant 
at the 0.05 level. The placebo group was matched and the computed correlation 
of 0.855 was not significant at the 0.05 level. Therefore we must say that 
through capillaroscopy, over a short period of time, the morphological pattern 
did not alter with the clinical change. (See Table X — “The frequency distribu- 
tion of totals within the basic patterns”). (Table XI shows the percentage 
distribution of the basic morphological patterns of the four groups, superimposed 
is the normal study of Gibson, Bosley and Griffiths). 


Side Effects 

Table XII shows the number of patients who experienced various degrees 
of side effects. They appeared more slowly and were less annoying to the 
patient apparently than other tranquilizers. Some of the side reaction disappeared 
mainly during the first two weeks of therapy. Some required management 
especially in cases of depression where methyl-phenidyl acetate had to be used, 
and sometimes it was necessary to reduce the dosage. The symptoms which did 
not subside became objectively and subjectively less troublesome. 


TABLE VITI 


Improvements from initial to final testing Reserpine Placebo 
Meaningful improvement in B. G. Scores. ...... ; ah ' 10 10 
Meaningful increase in B. G. error Scores.......... . 4 6 


No meaningful change in B. G. error Scores 15 4 
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TABLE IX: RE SUL TS OF (CoMBINED TEsTs IN % 





























Reserpine % | Placebo % 
Meaningful g rain in both W. Saal B. G. scores | 22% 22% 
Consiatent lac k of meaningful change i in B. G. scores | 30% | 11% 
Meaningful in increase in Ww. B. oad ws no change in B. G. scores 19% 6% 
Increase in B. quality ond noc hange on the W W. scores 15% 22% 
Decline on either tests or both nee - 11% 4m 
Variability, i.e. a decline in one eet way rease ois Conte | 4% «| 8% 


Side effects like nasal stuffiness, increased appetite, flushing, paraesthesias, 
loose stools and cramps did not require special attention or decrease in dose. 
The other symptoms were handled on an individual basis to avoid discontinuation 
of the drug. 

Parkinsonism was severe in only four cases but was reversible and responded 
well to 3- phenyl- 3 (Bdiethy laminoethy])-2 -6-dioxopiperidine hyydrochloride*. 

These patients did not object to their Parkinsonian symptoms. It may be of 
some psychophysiologic interest that only schizophrenics developed this side- 
effect. 

Six patients were switched from reserpine to placebo for the following 
reasons: — 

The first patient developed severe tremor in the first week which became 
uncontrollable with methanesulfonate (cogentin). (Preparation 10,870, des- 
cribed in detail above, was not available at that time). 

The second patient suffered subjectively from numerous psychosomatic 
complaints prior to the project. These symptoms became more severe and in 
addition the patient showed passive unco-operativeness to the procedure with 
features of depression requiring E.C.T. 

The third patient, a very tense individual who has seen many doctors for 
his alleged asthma and in particular ‘ ‘shortness of breath”, was tried on chlor- 
promazine and meprobamate prior to hospitalization without response. He 
suddenly became very sensitive to reserpine, developed oedema of face and feet 
and became extremely unco-operative. After changing to placebo and sup- 
portive psychotherapy, symptoms subsided. 


*10,870 Ciba was used for experimental purposes. 


TABLE X: FREQUENCY DISTRIBUTION OF TOTALS WITHIN THE BAsIC PATTERNS 


Serpasil 
Pre 84 25 49 18 2 6 0 1 1 0 
% 45.01 13.4 26.4 9.67 1.07 3.22 0 0.54 0.54 0 
Post 78 22 40 15 4 9 0 0 0 0 
oy// 46.4 13.1 23.8 8.9 2.38 5.36 0 0 0 0 
Placebo 
Pre 29 11 19 7 1 1 0 0 0 0 
q 42.6 16.2 27.9 10.3 1.47 1.47 0 0 0 0 
Post 30 & 3 2 0 1 0 0 0 0 
Zs 50.8 13.6 30 25 3.39 0 1.68 0 0 0 0 
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TABLE XI: THE PERCENTAGE DISTRIBUTION OF THE Basic MORPHOLOGICAL PATTERNS OF THE 
Four Groups; SUPERIMPOSED IS THE NORMAL Stupy OF GIBSON, BOSLEY AND GRIFFITHS 
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The fourth patient who showed relatively good response was changed to 
placebo to see whether he would maintain the same level of improvement, how- 
ever no distinct change occurred. 

The fifth patient developed first severe depression without response to 
methylphenidyl acetate and later Parkinsonism with excessive drooling and loss 
of associated movements. This picture did not change by reducing the dosage 
to minimum nor by counteracting it with cogentin. 

The last patient experienced in the first week a marked drop in blood 
pressure — the systolic dropped to 45 mm. and the diastolic to between 5 and 
15 mm. with a subsequent bradycardia of 50/m. Due to the fact that this 
pattern was a Consistent reaction even at low dosage of oral medication, it was 
felt that a change of drug was indicated. Hypotensive effect became reversible 
immediately after the alternative drug was given without real syncope being seen. 

Depression which was more intensive in the first week and gradually sub- 
sided was successfully treated with methyl-phenidyl acetate, the dose ranging 
between 30 and 60 mg. daily by mouth without greatly decreasing the dosage 
of reserpine. It is possibly an open question w hether reserpine produces this 
effect directly or merely unveils an underlying condition which was already 
present and contraindicates the use of reserpine. Four placebo patients received 
methyl-phenidyl acetate and only one showed some response to it. Therefore, 
we may conclude that the combination of reserpine and methyl-phenidyl acetate 
has its place. 

In one case 3 petit mal seizures occurred during the second week of reser- 
pine on a daily dosage of 7 mg. The pre and post reserpine E.E.G. of this 
case was checked but showed no focal slow waves and was regarded within 
es normal limits. This patient had a history of “blackouts”. 

No deaths occurred in our group. In concluding we can say that the side 
effects can be cleared by reducing the dosage, with stimulants and with constant 
reassurance. 

Discussion 

The effect of reserpine and placebo was studied in 93 acute and chronic 

psychiatric patients to determine whether its use could be beneficial in three 
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TABLE XII: Sipe Errects (67 Patients) 
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Epileptiform-like seizures 
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different grades of distress. We have tried to gather information on the 
following questions: —How effective is reserpine in 3 different degrees of distress? 
In what grade of distress is reserpine most useful? Using the same therapeutic 
milieu was the placebo therapy of any value? Is reserpine effective on patients 
who resisted other psychiatric therapies? Is methyl-phenidy] acetate useful in 
combatting depression as a side effect of reserpine? Would a reserpine-methyl- 
phenidyl acetate combination be suitable for use in those cases? Is the effective- 
ness of 3-phenyl-3 (fdiethyl-aminoethyl!)-2-6-dioxopiperidine hydrochloride 
useful in attacking the Parkinson Syndrome caused by reserpine? Is the toxic- 
ity of reserpine reversible? 

It is well accepted today that a great part of treatment is always offered 
by ward activities and hospital milieu. Also of importance is the duration of 
the course and the dosage employed. 

During our study it became evident that the success or failure depended to 
a great measure on the understanding, co-operation and enthusiasm of the 
medical and nursing staffs. Even the ‘ty pe of ward has some bearing on the 
action of reserpine. In the form of an anecdote one doctor said “when will 
you be finished with this reserpine patient — I want to start treatment?” 
Another example happened in the chronic setting of our hospital. Six patients 
with the same grade of distress were placed on the drug at the same time and 
on the same dosage but in two different wards. The attitude of the Charge 
Nurse and staff on the “C” ward was enthusiastic whereas the “A” ward staff 
had the attitude “these are hopeless cases and nothing will touch them” 
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Generally the “C” patients improved more quickly and maintained their 
remission much longer. It is true that we had a larger number of patients with 
post-medication relapse. 

It must be stressed that the results given here are the immediate results. 
We have satisfied ourselves that the drug has a favorable influence on different 
grades of mental distress but longer periods of therapy, more vigorous dosage 
and observation will be necessary. 

Frequent switches from placebo to reserpine were made for the following 
reasons:—In many instances placebo medication became so obvious, especially 
to the nursing staff, that a change was indicated. On the other hand the initial 
drowsiness was readily observable by the staff permitting distinction between 
reserpine and placebo. Other case were changed mainly because of yd res- 
ponse or showing very severe side effects and pressure from the staff “to do 
something” because of poor amenability to nursing procedures and aitintinn: 
ness. 

The results obtained in our study were not disappointing although they 
are not as spectacular as those reported by other investigators. 

Analyzing the findings one could surmise that in Distress-Grades I and II 
the dosage was relatively sufficient, but it appears that a higher dose would be 
indicated in Grade III. It is true that the group in Distress Grade III was a 
small one on which to draw definite conclusions and further study with a larger 
group of this type of distress is indicated. Detailed results are listed in Tables 
IV, V and VI. 

We have found a great percentage of symptomatic improvement also 
the placebo group. Everybody realizes today that placebo is therapeutic in 
itself in some patients. In our study 3 long term paranoid schizophrenics 
responded so well to placebo that discharge was being considered. On the 
other hand we can say that reserpine is a useful drug. As a good example 
where improvement was obviously due to reserpine I will mention the case of an 
extremely agitated and disturbed female patient who did not respond to increased 
dosage of placebo but when switched to reserpine a tremendous change for the 
better was noticed. Here is an excerpt of a note written by the night nurse 
to the Charge Nurse — “Do you think you could get any kind of sedation order 
for Miss F. even though she is on the reserpine project. I have tried just about 
everything I can think of but nothing seems to work. Tonight she has most 
of the patients awake. Even when secluded she is banging on the door, shout- 
ing, etc. Sorry to be so complaining but I have just run out of ideas.” The 
next day the patient was given 10 mg. I.M. reserpine, t.i.d. and her attitude 
and behaviour changed in less than 24 hours. 

The preparation 10,870 was effective in counterbalancing the extra- 
pyramidal syndrome. 

We were not able to confirm the findings of Noce, Williams and Rapaport 
(3) that depressed patients on reserpine became alert and more sociable. This 
may be achieved by combining it with methyl-phenidyl acetate. Barsa and 
Kline (1) emphasized a turbulent phase. We have not been able to confirm 
this observation. 

From the available evidence it is not unreasonable to suppose that placebo 
in a therapeutic milieu can be useful in the symptomatic relief of selected 
symptoms but neither medication is an effective substitute for intimate human 
contact. 
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Side effects, their importance and their management are reviewed. It is 
the author’s experience that a large number of patients can receive proper 
dosages of reserpine provided the side effects are counterbalanced symptomatic- 
ally, and this would be preferable to abandoning therapy or reducing the 
dosage below the beneficial levels. 


Summary 

1. Reserpine seems to be effective in all three grades of distress with 
slightly better results in the Ist and 2nd grade, and there it w ill be most useful. 
Reserpine suppresses the affective component of the various psychopathological 
symptoms, thus often making it possible for the symptoms to take a favorable 
course. 

2. Methyl-phenidyl acetate was useful in counterbalancing depressive 
factor induced in some patients by reserpine. 

3, 3-phenyl- 3 (Pdiethy laminoethy])-2-6-dioxopiperidine hydrochloride _ is 
very useful in combatting the complication of the extrapyramidal syndrome 
induced by high dosage of reserpine. 

4. It is the author’s experience that a large number of patients can receive 
proper dosages of reserpine, provided the side effects are counterbalanced 
sy mptomatically, and this would be preferable to abandoning therapy or reduc- 
ing the dosage below the beneficial levels. The toxicity of reserpine is 
reversible. 

5. The percentage of patients who showed a meaningful improvement in 
psychological testing (Wechsler Bellevue and Bender Gestalt) are interesting. 
22°, of those on reserpine showed consistent meaningful improvement in com- 
bined scores and 22% of those on placebo showed meaningful improvement in 
combined scores. Among individuals, however there was generally a greater 
degree of improvement in the reserpine patients than in the placebo patients. 

6. The post E.E.G. records do not show significant improvement except 
in a few records on the reserpine group. 

7. Our study also confirms the findings in other papers that in some 
patients the good results last only as long as the drug is administered. The 
period of observation covered by this report is a brief one. Therefore there 
are still a number of questions incompletely answered. 
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Résumé 

L’effet de la réserpine, ainsi qu’un groupe-témoin recevant des placébos, 
furent observés dans un hopital. Cette étude avait pour but de constater si la 
réserpine était efficace a trois degrés de gravité différents. Chez un pour- 
centage élevé des malades, aucun traitement n’avait jusque la réussi, tandis que 
vingt seulement étaient hospitalisés pour la premi¢re fois. On commenga par 
administrer la réserpine, ou un placebo identique, par les voies parentérale et 
orale. La dose quotidienne s’échelonnait entre, d’une part 2mg. par la voie 
orale et 5 mg. par la voie intramusculaire et d’autres part 10 mg. par la voie 
orale et 30 mg. par la voie intramusculaire. Plus tard, les doses furent adaptées 
aux besoins individuels. Par suite d’effets secondaires, deux autres médicaments 
furent également étudiés: l’acétate de méthyl-phénidyl (Ritaline) et le chlor- 
hydrate de 3-phényl-3 (fdiéthylaminoéthy])-2-6-dioxopiperidine (10,870). 
Avant le traitement nous fimes les tests suivants L Wechsler Bellevue et Bender 
Gestalt chez 49 patients, électro-encéphalographie chez 41 et capillaroscopie 
chez 24. Nous avions des entrevues hebdomadaires avec les patients et prenions 
note de toute modification symptomatique perceptible. Sans mentionner tous 
les effets secondaires connus, nous en avons cependant relevé les plus importants 
et en avons indiqué le traitement. 

Les résultats montrent qu’aux degrés de gravité I et II |’effet de la réserpine 
était meilleur que celui des placébos et qu’au degré III les résultats étaient 
égaux. Dans le cas des placebos, |’effet bienfaisant est peut-étre attribuable a 
l’enthousiasme pour le nouveau médicament et particuli¢rement au fait que des 
mesures concrétes furent prises pour soulager un groupe de patients sélectionnés. 
Dans cette étude ni le patient ni le personnel soignant ne savaient quel médica- 
ment le patient recevait. Les effets secondaires furent neutralisés par la Ritaline 
et le médicament connu sous le chiffre 10,870. Aucun changement frappant 
dans le degré de soulagement ne fut révélé par les tests psychologiques, les 
électro-encéphalogrammes et l'étude des capillaires de la matrice ungéale. 

Notre étude confirme la constatation d’autres auteurs que chez certains 
patients les effets bienfaisants durent seulement tant que le médicament est 
administré. Pour produire une amélioration sensible, le médicament doit étre 
donné pendant une période prolongée. 
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CHILD GUIDANCE, THE EXCEPTIONAL CHILD, 
AND THE SCHOOL SYSTEM 


Introduction 


J. Asserstivne*, M.D. 


The school child occupies a unique position in that while he is still immature 
and living in close relationship with his family, yet a great part of his waking 
life is spent in school where he comes under the direct influence of professional 
persons. The opportunities presented in school for preventive psychiatry as 
well as for diagnostic and treatment work are as challenging as they are 
unparalleled. It is the purpose of this paper to survey certain aspects of the 
matter chiefly from an administrative point of view with special reference to 
what is termed the ‘ ‘exceptional child”. What personnel are involved at every 
level from the Provincial Department of Education down to the smallest rural 
school district? Where does the psychiatrist fit in at each level? How many 
trained personnel are involved? 

By “Child Guidance” is meant the multidisciplinary teamwork approach to 
the problems of children—physical, intellectual, social and emotional—through 
direct work with child and parent as w ell as through manipulation of environ- 
mental influences at home, at school and in the neighborhood. For the school-age 
child, this service should be provided by a Child Guidance Clinic within the 
school system. The director of such a clinic should be a qualified psychiatrist. 
Such a clinic will deal with matters reaching into the borderlands of medical 
psychology and beyond. Its administration must function in such a way as to 
make this circumstance an asset rather than a liability. In order to make the 
most economical use of trained personnel and render the best service, the clinic 
should provide through its own, or very closely integrated services, five functions: 
(1) Case-finding and Diagnosis, (2) Treatment and Follow- -up, (3) Consultation 
and Planning, (4) Training and Education, (5) Study and Research. A joint 
sponsorship by both Health and Education authorities is therefore necessary. To 
make it workable, the clinic is administered by the School District with ‘Health 
Department personnel seconded to it. (Fig. 1). The actual working of such a 
clinic has been described elsewhere in some detail (1). 

The school system has come to interest itself in far more than the mere 
provision of a basic academic education for those more or less “average” children 
who are able to absorb it without unusual difficulty. The Education Policies 
Commission in a publication entitled “The Purposes of Education in American 
Democracy” (2) states the objectives of education to be “. . . self-realization, 
human relationships, economic efficiency and civic responsibility.” These objec- 
tives are widely quoted today in both Canada and the United States. Now that 
the school is becoming more interested in the broad dev elopment of the potentiali- 
ties of all children, more and more attention is being given to the ‘ ‘exceptional 
child” 

“Exceptional child” is the term applied to all children who are handicapped 
physic: ally, intellectually, socially and/or emotionally, as well as to the mentally 
gifted. The term “exceptional” has replaced the term “handicapped” because it 
has a more positive emotional charge and also because it can be extended to 
include extremes of characteristics not usually thought of as being “handicaps”. 
“The field of Special Education is defined . . . as the educational program which 
is planned by private or public agencies for the education of these various groups 
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ADMINISTRATION OF SCHOOL CHILD GUIDANCE CLINIC 


[of exceptional children]” (3). The exceptional children are usually classified 
for purposes of their education as: (1) mentally subnormal, (2) mentally gifted, 
(3) deaf and hard of hearing, (4) blind and visually sore lhe (5) socially 
handicapped, (6) emotionally handicapped, (7) ‘educationally handicapped, 
(8) physically handicapped. 

Surveys conducted in the Winnipeg Public Schools by the Child Guidance 
Clinic of Greater Wi innipeg indicate that at least 10°, of school children deviate 
sufficiently from the broad group called normal that they may be classified in one 
or more of the eight categories noted above. In order to develop their positive 
potentialities to the full, they require special educational facilities in the school. 
Diagnostic services are a necessity. Children should be referred for special 
education only after adequate diagnosis of the physical and mental condition has 
been made by appropriate specialists. If these children are not psychiatric 
problems already, they are potentially so by reason of their increased vulnerability 
to psy chological traumata. Statistics from elsewhere classify 10-14% of school 
children as exceptional. Harry J. Baker estimated that “.. . approximately 11°%, 
of the total school population are in need of special education” (4). The National 
Society for the Study of Education states “. . . one might conservatively estimate 
that 10-12°% of children of elementary- and secondary -school age w ould be con- 
sidered “exceptional” and in need of special educational services” (5). 

Estimates of Incidence, Numbers of Referrals and Personnel Required 

The estimates of incidence are based on the experience of the Child Guidance 
Clinic of Greater Winnipeg unless otherwise indicated. In arriving at numbers 
of referrals and personnel rg cer to handle them, it is assumed we are speaking 
of a comprehensive Child Guidance Clinic service within a school system. 
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Estimates of the numbers of personnel required take into account all clinic 
services, not merely those for “exceptional children”. They include administra- 
tive personnel with professional training. It is assumed that clinic personnel will 
spend considerable time in consultant work in addition to diagnostic treatment 
and follow-up work. They will conduct in-service training programs within 
the school system, lecture to students in teaching, medical, nursing, psychology, 
social work and other professions, sit on community welfare planning committees, 
participate in adult education programs and public speaking, and engage in a 
reasonable amount of clinical research in connection with their case material. 

At least 15°, of children will be referred to the clinic at some point in their 
school career for individual study either partial or complete. During any one 
year, 1° of the school children will be considered candidates for full clinic study 
including a psychiatric examination with, or without, individual treatment 
follow-up. If it is assumed that a clinical team composed of psychiatrist, psy- 
chiatric social worker and clinical psychologist can handle 200 cases per year, one 
such team will be required for each 20,000 pupils (corresponding to a general 
population of about 100,000). In addition to the clinical team, there will be 
school social workers, school psychologists, educational psyciiologists and speech 
and hearing therapists. 

About 10°, of pupils will have individual contact with the school social 
worker at some time during their school life. A recent report (6) indicates that 
in twelve communities studied in the United States, the worker-pupil ratio varied 
from 1 to 10,468 to 1 to 1,450. Experience in Winnipeg and elsewhere (7) 
indicates that a ratio of 1 worker to 2,500 pupils would be desirable (corresponding 
to 8 workers per 100,000 of the general population). One school psychologist 
will be required for every 4,000 pupils (5 per 100,000 of the general population). 
About 3°. of the children will be referred for testing each year. Educational 
psychologists engaged in academic diagnosis and treatment of special cases of 
educational retardation will be needed at the rate of 1 per 6,700 pupils (3 per 
100,000 of general population). The literature variously estimates the incidence 
of educational retardation at anywhere from 10 to 15° of the school population. 
These percentages are for children of normal intelligence. Speech and Hearing 
therapists in the ratio of 1 per 2,000 pupils will be needed (10 per 100,000 of 
general population) (8). From 3-5%, of school children have a hearing loss of 
greater or less degree, and 10-14°, have a speech defect. 

The requirements for professional personnel are summarized in table 1. The 
total of 29 professional persons per 100,000 of the general population may seem 
large. It is emphasized that these personnel would be engaged in preventive and 
educational work under the most favorable circumstances, that they would be 
involved in direct work with 15°, of the school population on an individual basis 
and that they would engage in long term and intensive therapy usually conducted 
by units separate from the school guidance services. 


Administrative Organization at Various Levels of the School System 

The Provincial Department of Education should include highly trained 
professional personnel in all the areas involved. Their purpose is to encourage 
the development of relevant programs in local school districts, to act as resource 
persons, and in some cases, particularly in unorganized or very sparsely populated 
districts, to provide direct service. The organization will coordinate all pupil- 
personnel agencies under one administrative head, in order that better cooperation 
may be secured. 


“The major responsibility for a program of education for exceptional children 
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TABLE 1 
_ PERSONNEL , Raquenmnenns FOR A CHILD GUIDANCE SERVICE FOR SCHOOL AGE CHILDREN 














Classification of Personnel Number per 20,000 pupils 

(per 100,000 general population ) 
Poychiatriet at acdca emteaeis h ee ee eee ee 1 
Ce IID Sk bias 5. occ oe teies nde cane asund keer eaten 1 
I I oo ios aise cane weiemraipcrmate ma ecaratels 1 
School Psychologist. ..... 2 ine ch apse rae ena wl ela esa 5 
Educational Psychologist... ... , Parse waetanrer Soeur se alahaed 3 
School Social Worker.... . . ws Hibs sig ep iearat iene Reldaees 8 
Speech and Hearing The rapist. . second , 10 

TPR EOC RTE OTe taen Cheep 

rests chiefly in the hands of [provincial] departments of Education. . . . Major 


educational functions should not be placed in the hands of agencies whose primary 
concerns are other than educational” (9). Technical aid from other departments 
such as Health and Welfare should not involve control of the program. It may 
be felt desirable to have all “health” personnel employed by the Health Depart- 
ment but they can be loaned to the Department of Education where needed for 
duties in such areas as Child Guidance and Special Education. 

Fig. 2 is intended to represent the relevant administrative organization at the 
provincial level. The services in question are grouped together under a “Director 
in charge of Pupil Personnel” who 1s directly responsible to the Deputy Minister of 
Education. The supervisor of each service will have one or more assistants, 
depending on the volume of work handled and the various skills involved. 

The Supervisor of Field Service should have both teacher and social work 
training and experience. Personnel in this service are referred to variously as 
School Social Workers, Visiting Teachers, or Home and School Visitors. The 
first title, School Social Worker, is preferable. Their duties include attendance 
work formerly done by “truant officers”, general school social work and more 
intensive casework with children and parents as required. “General School 
Social Work” refers to activity aimed at developing an understanding by teachers 
and parents of the relatively minor social and emotional difficulties manifested by 
school children. The School Social Worker plans with teachers, parents and 
others to make full use of available resources in the school, the home and the 
community to better the child’s adjustment. General school social work also 
involves work directly with children of all ages, mostly of a counselling and 
supportive nature. 

Attendance work in elementary schools, and to some extent in Junior High 
Schools, is included in General School Social Work. In the older age groups, 
especially High School, attendance work involves more direct counselling with 
children, with granting of school leaving permits where advisable. Court action 
may be used in any case where constructive results can be expected from a very 
authoritative approach, where community protection demands temporary segre- 
gation of the individual or where custody of the child must be wre Ae in 
connection with treatment plans. 

Intensive case-work involves forming a close therapeutic relationship between 
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worker and child (or parent) in order to effect a more basic change in attitude 
and social adjustment. 

One of the big problems in Special Education is to discover the handicapped 
children. “Parents hesitate to report them and frequently do their utmost to 
hide them” (10). The Supervi isor of Accounting Service would organize a 
complete system for registering children from birth to age 18-21. This would 
mean a continuing pupil census. The accounting service would supervise systems 
of pupil reporting and recording procedures. 

Modern school systems generally provide a “Guidance Program” for older 
children in Junior High and High Schools. Ideally, educational, vocational and 
personal counselling 1s provided on both a group and individual basis. The 
counsellors may provide liaison with the National Employment Service in 
arranging job placement during vacation periods or on school leaving. Personal 
guidance includes group discussion of ev eryday social relationships and behavior 
as well as some individual counselling on minor ‘personal problems. The guidance 
counsellor should have sufficient training to enable him to act in a screening 

capacity for referrals to the Child Guidance Services. The Supervisor of Coun- 
selling and Placement organizes, and acts as a resource person for, the Guidance 
Program as described. 

The Supervisor of Psychological Services should have training and experience 
in both teaching and educational psychology. His responsibilities cover the 
individual and group testing program of intelligence and academic achievement. 
The Supervisor of Health and Child Guidance Services should be primarily an 
educator possessing advanced training in community health organization. He 
would work to establish co-operation between provincial and local health authori- 
ties and school districts, making available complete School Health and Child 
Guidance Services in all schools, particularly in the small urban and rural ones 
where such services are often unsatisfactory or even lacking. 

The Supervisor of Special Education should have an advanced degree in the 
education of exceptional children. He would be responsible for Major Work 
programs for the mentally gifted, modified programs for the educable mentally 
defective, adjustment programs for the educationally retarded, institutional and 
special class programs for the emotionally handicapped, the socially handicapped, 
the deaf, the blind, the crippled, the ‘ ‘delicate’, cardiacs, etc., hearing conservation 
programs for the deafened and hard of hearing, remedial speech work for the 
speech defective and “sight-saving” class procedure for the visually defective. 

It will be seen that the modern school system contains numerous persons 
engaged in various aspects of pupil personnel work. In most cases unfortunately, 
administrative organization has not kept up with the growth of these services with 
the result that the efforts of the personnel involved, overlap, underlap, compete, 
and in general are not as effective as they should be. 

Figures 3-7 are representative of the administrative organization for local 
school districts from the largest down to the smallest. In every case, two objec- 
tives have been kept in mind: (1) Wherever possible all personnel involved in 
pupil-personnel work should be under one administrative head; (2) The excep- 
tional child should be planned for by a team composed of the Director of Special 
Education, the Director of Health Services, and the Director of Child Guidance 
Services. A model scheme can best be drawn up for school systems of 20,000- 
100,000 pupils (general population 100,000-500,000). As systems become larger 
there is an increasing need to complicate the plan by setting up central and dis- 
trict units. As systems become smaller there is increasing difficulty in providing 
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FiG. 6 
PUPIL PERSONNEL SERVICES FOR A SCHOOL POPULATION OF 2,500—5,000 
(General population 12,500—25,000) 


a complete service under one administrative head. Details of job specifications 
given in Fig. 2 are applicable to Figs. 3-7. 

In Figure 3, for the sake of simplicity, no attempt has been made to indicate 
the need for central and district units in the Health and in the Child Guidance 
Services. The ideal scheme, which is intended as a general model, is represented 
in Figure 4. As indicated in Figure 5, it is hoped that the model scheme can be 
kept together in school districts with as few as 5,000 pupils. As the minimum 
number is approached, thought may be given to sharing personnel between adjacent 
school districts. This may work best when the smaller district is a suburban area. 
Here, in the Child Guidance Services, the “Clinical Team” may be attached to the 
city school district (as in the present Winnipeg plan), while school social workers, 
etc. are attached to the suburban districts. Another solution lies in the direction 
of amalgamation of school districts. 

Figures 6 and 7 indicate the need in small districts to rely to a greater and 
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PUPIL PERSONNEL SERVICES FOR A SCHOOL POPULATION OF 2,500 OR LESS 
(General population of 12,500 or less) 
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greater extent on direct services from the Provincial Departments of Education 
and Health and Welfare with liaison between workers at the local level. 
Summary 

The school child occupies a unique position in that while he is still immature 
and living in close relationship with his family, a great part of his waking life is 
nevertheless spent in school where he comes under the direct influence of profes- 
sional persons. There should be a comprehensive, coordinated Child Guidance 
Service within the school system which operates at every level of the organization 
to exploit to the fullest extent the opportunities presented to bring to the school 
age child every possible benefit of modern knowledge in the gy health field. 

From 10-15 of the school population may be classified as “exceptional 
children”. Their needs are best met when their over-all program is planned by 
a team composed of the personnel of the Special Education Services, the Health 
Services, and the Child Guidance Services. The team functions best when the 
organization brings these persons under one administrative authority. Suggestions 
have been made in regard to the numbers of specially trained personnel required 
in the Child Guidance Services, and diagrams were presented outlining a model 
administrative organization covering the whole of the pupil-personnel services. 
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Résumé 

L’enfant d’age scolaire occupe une position unique; alors qu’encore immature 
et en étroit contact avec sa famille, il passe une grande partie de sa vie éveillée a 
lécole sous l’influence directe de professionnels. Un service complet et coordonne 
d’aide a l’enfance s’impose au sein du systeme scolaire. I1 devrait exister a tous les 
niveaux dans le but d’ exploiter le plus possible toutes les occasions d’apporter a 
Pécolier de tout age les bienfaits des connaissances modernes dans le domaine de la 
santé mentale. 

Dix a quinze pour cent de la population scolaire appartient a la catégorie des 
“enfants exceptionnels”. Leurs besoins sont adéquatement compris quand leur 
programme scolaire est établi par une équipe composée des Services d’Education 
spéciale, des Services de Santé et des Services d’Aide a Enfance. L’équipe donne 
son rendement le meilleur lorsque l’organisation soumet toutes ces personnes a une 
seule autorité administrative. Des suggestions sont apportées quant au nombre de 
personnes spécialement entrainées nécessaires dans les Services d’Aide a l’Enfance 
et des diagrammes de l’organisation administrative sont offerts comme modele. 
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POST-GRADUATE TRAINING IN PSYCHIATRY 


The Albert Prévost Institute has been granted official recognition for internship in psychiatry 
by the College of Physicians and Surgeons of the Province of Quebec and the Royal College of 
Physicians and Surgeons of Canada. 


The post-graduate training program was inaugurated last July. It was drawn up in con- 
formity with the standards established by accredited national and international organizations and 
in such a way as to prepare the candidates to meet the requirements of psychiatric practice in our 
particular milieu. Different schools of thought are represented but speculation is never emphasized 
at the expense of the acquisition of individual experience. 


The Albert Prévost Institute treats an average of 120 patients, mostly French-speaking, ex- 
hibiting all types of neurotic, psychotic and characterial conditions. The outdoor clinic performs 
the triple work of consultation, ambulatory treatment and follow-up. The psychologists and 
social workers participate in the elaboration of the diagnosis and the therapeutic program at the 
same time as they undertake the training of probationers confided to them by the University of 
Montreal. The occupational therapy workshops are numerous, large and well-equipped. The 
halls and grounds permit the organization of varied programs of recreational therapy. Finally, the } 
Albert Prévost Institute operates a school for the training of auxiliary nurses. 


The methods and principles of the program can be summarized as follows: 


1) continual and intimate contact of the resident with the patient. 


2) frequent discussions with the department head and the tutor. The latter tries to make the 
resident live his experience as therapist and to expose the elements of his personality which 
are harmful to the objective understanding of the patient. 

3) diversity of training and flexibility of control in order that each may develop according to 
his own talent. 

4) experience with group work, analysed and corrected as it develops. 

The program itself is divided into two parts: 

A. The Orientation Program which lasts through July and August and whose purpose is to familiarize 
the resident with the procedures of the hospital, the psychiatric personnel and medico-adminis- 
trative fundamentals and to introduce to him the principles of diagnosis, of therapeutic approach 
to the patient, the handling of emergencies, biological treatments, etc. 

B. The Main Program which lasts through the rest of the year and comprises 12 hours of lectures, 


seminars or discussions each week. 


1. Department conferences. These take place daily and are devoted to the review of 
specific cases including elaboration of the diagnosis, determination of the therapeutic 
program and discussion of the difficulties encountered in the course of its execution. 
Supervision. Each resident must follow at least two cases in prolonged psychotherapy. 
Supervisory sessions for each of these cases take place weekly and last for 45 minutes. 


3. Weekly seminars of group dynamics. 

4. Weekly seminars devoted to the discussion of classic psychiatric texts. 

5. Two weekly scientific meetings devoted to case presentations, discussions of prolonged 
psychotherapy, reviews of current psychiatric literature and conferences On various 
psychiatric problems. 

6. Weekly courses on specialized themes: e.g. transference, methods of research, etc. 


7. Resident’s participation in teaching (to medical students) and current research programs. 


In carrying out this program, the maximum use is made of the multiple resources of the hos- 
pital with its large staff of specialists, five of whom work full-time, its medico-administrative 
organization, the abundance and variety of its clinical material, its well-equipped auxiliary 


services and its facilities for laboratory work, radiology, E.E.G., occupational and recreational 
therapy, etc. 


Applications for residency for the year 1959-60 are now being considered. Accepted can- 
didates will receive a salary of $240 monthly and may board at the hospital. All applications 
must be addressed to: 


Administration Office, 
Albert Prévost Institute, 
6555 Gouin Boul. West, 


Montreal 9, P.Q. 
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FORMATION POST-UNIVERSITAIRE EN PSYCHIATRIE 


Le Collége des Médecins et Chirurgiens de la Province de Québec et le Collége Royal des 
Médecins et Chirurgiens du Canada accordent une reconnaissance officielle aux stages de résidence 
en psychiatrie effectués a l'Institut Albert Prévost. 


Le programme de formation post-universitaire a été inauguré en juillet dernier. Il a été 
congu en fonction des standards établis par les grands organismes nationaux et internationaux 
d’accréditation et de fagon a préparer les futurs spécialists 4 répondre aux exigences que pose la 
pratique de la psychiatrie dans notre milieu particulier. Les diverses écoles de pensée y 
trouvent a s'’exprimer mais la spéculation n’y est pas favorisée au détriment de l’acquisition de 
l’expérience individuelle. 


L’Institut Albert Prévost accueille une moyenne de 120 patients, de toutes dénominations 
névrotiques, psychotiques ou caractérielles. La clinique externe effectue un triple travail de con- 
sultation, de traitement ambulatoire et de follow-up. Psychologues et travailleurs sociaux par- 
ticipent a l’élaboration du diagnostic et du programme thérapeutique en méme temps qu’ils 
s’occupent de la formation des stagiaires que leur confie lUniversité. Les ateliers d’occupation 
thérapeutique sont nombreux, vastes et bien équipés. Salles et terrains de jeux permettent 
‘organisation de programmes variés de thérapeutique récréationnelle. L’Institut posséde enfin 
une école de formation pour gardes-malades auxiliaires. 


Les méthodes et principes du programme peuvent se résumer comme suit: 


1) contact continu et intime du résident avec le malade. 

2) discussions fréquentes avec le chef de service et le tuteur. Celui-ci essaie de faire vivre 
au résident son expérience de thérapeute, de faire ressortir les éléments de personnalité qui 
nuisent A la compréhension objective du malade. 

3) diversité de la formation et souplesse du contréle de fagon a ce que chacun se développe 
selon son génie propre. 

4) expérience du travail d’équipe, analysée et rectifiée au fur et a4 mesure que’lle se développe. 

Le programme lui-méme se divise en deux parties. 
A. Programme d'orientation, qui se poursuit durant les mois de juillet et aodt et qui a pour but 


d’initier le résident au milieu hospitalier: structures médico-administratives, approche du 
malade, méthodes de diagnostic, l’équipe psychiatrique, urgences, traitements biologiques, 
attitudes thérapeutiques, etc. 

B. Programme proprement dit, qui se poursuit durant le reste de l'année, a raison de 12 heures 
de cours, séminaires ou réunions par semaine. 
1—Conférences de service. Elles ont lieu tous les jours et sont consacrées A la revue des cas, 

a Vélaboration du diagnostic, a l’établissement du programme thérapeutique et a la dis- 
cussion des difficultés rencontrées au cours de son exécution. 

2—Supervision. Chacun des résidents doit suivre au moins deux cas en psychothérapie pro- 
longée sous supervision. Pour chacun de ces cas, les séances de supervision sont heb- 
domadaires et d’une durée de 45 minutes. 

3—Séminaire hebdomadaire de dynamique de groupe. 

4—Séminaire hebdomadaire consacré a la discussion des textes psvchiatriques classiques. 

5—Deux réunions scientifiques hebdomadaires, alternativement consacrées aux présentations de 
cas, discussions de psychothérapies prolongées, revues de la littérature psychiatrique 
courante et conférences sur problémes psychiatriques variés. 

6—Cours hebdomadaires spéciaux sur thémes spécialisés, v.g. transfert, méthodologie de la 
recherche, etc. 

7—Participation du résident a l’enseignement (étudiants en médecine) et aux travaux de 
recherche en cours. 


Dans l’exécution de ce programme, il est fait un usage maximum des multiples ressources du 
milieu hospitalier: matériel clinique abondant et varié, unité médico-administrative, médecins- 
spécialistes nombreux dont cing a plein-temps, services auxiliaires adéquatement pourvus et 
organisés: laboratoires, psychologie, service social, occupation thérapeutique et thérapeutique 
récréationnelle, E.E.G., radiologie, consultants de diverses disciplines, etc. 


Les inscriptions pour 1959-60 sont. actuellement considérées. Les candidats acceptés 
recoivent une rémunération de $240 par mois et peuvent loger 4 I‘hépital. Toute demande 
d’admission doit étre adressée 4a: 


Bureau d’administration, 
Institut Albert Prévost, 
6555 ouest, boul. Gouin, 
Montréal 9, P.Q. 
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REQUIRED 


Experienced Psychiatrists 
for Senior Posts 
with the 
Psychiatric Services 
Saskatchewan Department of Public Health 


There are a number of openings in mental hospitals, psychiatric 
wards of general hospitals, and mental health clinics for psychiatrists 
qualified to supervise general areas of the services provided by such 
facilities. Most of the appointments will be made under classification 
Senior Psychiatrist (salary range $9,180 - $11,172) for which the mini- 
mum qualifications include certification as a specialist by the Royal 
College of Physicians and Surgeons of Canada or, alternatively, the 
Diploma in Psychological Medicine and significant, diversified training 
and experience over a period of at least five years. 


Suitable applicants will find that promotional opportunities occur 
rapidly in the expanding community, hospital and research programs. 
Such promotions may be to higher ranking positions in the mental hos- 
pitals, or to directorships of community out-patient clinics or psychiatric 
wards of general hospitals. Transfers within the Service to positions 
suited to the particular interests and aptitudes of the psychiatrist can 
usually be arranged with little delay. 


Detailed information about these openings in a growing and pro- 
gressive program may be obtained by writing to the Director of Psy- 
chiatric Services, Provincial Health and Welfare Building, Regina. 








BALDPATE, Ine. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality 
disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy 
under direction of trained occupational and recreational therapists. 


Harry C. Sotomon, M.D. Georce M. Scutomer, M.D. 


Consulting Psychiatrist Medical Director 
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THE CHILDREN’S HOSPITAL 
OF WINNIPEG 


Invites applications for the position of 


Chief of Psychiatry. 


This is a teaching hospital of the Faculty of Medicine, University of 
Manitoba, and the appointee will receive a Faculty position in the 


Department of Psychiatry. 


Inquiries should be directed to:— 
The Superintendent, 
The Children’s Hospital, 


Winnipeg 3, Canada. 
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Residency Available for Training in Child Psychiatry 
(Immediately Available) 
A Senior resident with previous psychiatric training is required for 


the Halifax Mental Health Clinic for Children. A Bursary of $225.00 
per month for single applicant, and $250.00 for married may be applied 


for by the successful applicant. This is an active treatment and teaching 


clinic, integrated with the Dalhousie University post-graduate and under- 
graduate psychiatric program, and credit will be given for certification in 
Psychiatry. Facilities are integrated with all community agencies includ- 
ing the Halifax Children’s Hospital, Halifax Juvenile Court, local child 
care institutions, and the Halifax School System. The emphasis of 
training will be on individually supervised psychotherapy with children, 
and this resident training program is integrated with the Dalhousie 
Scheme. 


Two years of employment in the field of child psychiatry in the 
province is required following training. 











